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INTRODUCTION TO PORTFOLIO 
 
This doctoral thesis portfolio includes coursework elements from Year 3 
modules for the Professional Doctorate in Counselling Psychology. The 
portfolio contains: 
 
A.    Process Report, Applied Therapeutic Practice 
B.    Theoretical Essay, Counselling Couples and Groups 
C.    Reflective Essay, Cognitive Behaviour Therapy - Level 3 
D.    Empirical Research Project, Doctoral Research and Thesis 
Preparation 
 
All pieces of coursework presented in this portfolio were completed with 
adherence to the core values and ethos of Counselling Psychology underlying 
clinical practice and research. The individual pieces of coursework addressed 
specific learning outcomes inherent to their modules of origin and formed part 
of course training requirements.  
 
A.    Process Report, Applied Therapeutic Practice 
 
The process report was an illustration of my ability to conceptualise and 
deliver psychological treatments as a Counselling Psychologist with a client 
presenting with a specialist clinical presentation. The process report also 
demonstrated my capacity to work clinically with this client using multi-
theoretical perspectives gained from pluralistic training. This report reflected 
on working therapeutically within the context of multi-disciplinary team and the 
ramifications this entailed.    
 
B.    Theoretical Essay, Counselling Couples and Groups 
 
The theoretical essay aimed to contrast and compare therapeutic 
interventions when working with couples experiencing difficulties from a 
cognitive behavioural therapy and object relations perspective. This essay 
outlined the theories and philosophies underlying the two approaches along 
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with the pertinent features that demonstrated how they could work in practice 
with couples presenting for therapy. This essay also critically reflected on the 
understanding of and personal ability to work with issues of diversity within 
couples work.     
 
C.    Reflective Essay, Cognitive Behaviour Therapy - Level 3 
 
The reflective essay exhibited how my professional training as a Counselling 
Psychologist has continually challenged and developed my theoretical 
thinking and clinical practice. This essay illustrated how I have developed my 
own personal philosophy of practice stemming from learning and experience 
applying different models of practice and subsequently reflecting on their 
impact. This essay considered the implications of receiving a pluralistic 
training in several models of psychological approach. I reflected on how this 
can lead to integrating relevant aspects from different therapeutic approaches 
under a malleable theoretical framework to aid flexibility in formulating 
complex client presentations and efforts to individualise treatment.       
 
D.    Empirical Research Project, Doctoral Research and Thesis 
Preparation 
 
The empirical research project demonstrated my ability as a Counselling 
Psychology researcher to design, conduct, analyse and discuss a research 
project in my chosen subject area. The empirical project explored adult men’s 
experiences of having Irritable Bowel Syndrome (IBS). The study was 
conducted using a qualitative approach and aimed to access the salient 
similarities and differences in experiences and perceptions among a small 
sample of adult male IBS sufferers. The study findings were discussed against 
existing IBS literature. The theoretical and practical implications that emerged 
from the findings were explored with relevance for Counselling Psychologists 
working with this client group in the future.
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SECTION A: 
 
PROCESS REPORT, 
APPLIED THERAPEUTIC PRACTICE 
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1.0   INTRODUCTION 
 
1.1   Overview 
 
This process report is an illustration of the work I conducted with a client 
named Maria (pseudonym). I have selected this particular case as it 
demonstrates my ability to conceptualise and work with Maria’s specialist 
clinical presentation of vomit phobia (hemetophobia) linked with attachment 
issues from a multi-theoretical perspective, within a multi-disciplinary team. I 
worked with Maria in an NHS psychological therapies service for complex 
client presentations where I am expected to use a cognitive behaviour therapy 
(CBT) approach for treatment (twenty sessions). CBT is an approved 
treatment option for specific phobias such as hemetophobia (NICE, 2011). I 
have adopted a flexible CBT framework incorporating relevant psychological 
theories to best individualise conceptualisation and treatment of client needs 
fitting with a Counselling Psychology ethos.  
 
1.2   Referral information  
 
My line manager originally assessed Maria for our service and then referred 
her to me as deemed suitable for my level of training. The referral stipulated 
that Maria had a long history of anxiety related issues (past agoraphobia and 
panic attacks) which was likely connected with attachment issues. Maria was 
specifically being referred for treatment of her vomit phobia. The referral 
stated Maria had suffered from vomit phobia for almost thirty years. Maria had 
moderate measures of depression and anxiety. 
 
1.3   Client information 
 
Maria is in her mid-thirties, Mexican but has been living in the UK for eight 
years. She is married with four children (aged two to eight years). She has 
endured much marital discord over her eight years of marriage including past 
physical abuse. She is university educated and works as a translator. Maria 
has a ‘bad tempered’ sister (one year older) who she has always had a 
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‘difficult’ relationship with. Maria describes both her parents as kind and 
loving. However, her mother could also be emotionally and physically 
unavailable. Her mother died of a brain tumour in 2006. Her father and sister 
live in Mexico. There are no other reported mental illnesses in the family 
history. Four years previously Maria had CBT for agoraphobia which was 
successful. She is not currently taking any medication. She has previously 
taken Sertraline prescribed by her GP to help manage anxiety (for 
agoraphobia).  
 
2.0   ASSESSMENT  
 
The initial interview was based on the CBT assessment procedure outlined by 
Kirk (1989) and the specific CBT assessment for vomit phobia by Veale 
(2009).  
 
2.1   Client’s perspective of issues 
 
Maria believes she has suffered from vomit phobia since she was six years 
old as a consequence of observing a female classmate vomit at school. Maria 
recalls that vomit phobia persisted into adulthood and got significantly worse 
as a result of the marital discord she has endured throughout marriage. She 
has received no formal diagnosis of vomit phobia. Maria wants to rid herself of 
vomit phobia which she believes makes her unhappy, compromises her 
personal freedom and prevents her from being a good mother. 
 
2.2   Onset and development 
 
Vomit phobia precipitated aged six after anxiously observing a girl vomiting at 
school. Further incidents of vomiting/ fearing vomiting occurred which were 
distressing (particularly the nausea and worry) leading the phobia to develop. 
Maria has vivid mental images (memories) of vomiting. Her father often held 
her head/ hand when she vomited. Physical contact provided an ‘anchor’, 
comfort so she did not ‘feel alone’. She stated her parents often helped her 
manage her problems. She reported a more ambivalent relationship with her 
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mother. She initially described her as loving but later stated she could be 
emotionally and physically unavailable at times.  
 
Her vomit phobia ameliorated during high school. Her father worked at the 
school, she had plenty of friends and she was excelling academically. She 
developed agoraphobia with panic attacks after leaving high school 
(eventually helped with CBT). She moved to the UK in 2004 to marry her 
husband (they met on the internet). She believes her ‘dictatorial’ husband has 
caused much marital discord leading to an exacerbation of her vomit phobia. 
Maria works from home (her ‘safe place’) and does not go out often. She has 
few friends. An assessment of her interconnecting vomit phobia factors 
(Veale, 2009) are listed in Table 1. 
 
Table 1. Factors associated with vomit phobia. 
 
Factors associated with vomit phobia Evidence provided 
Safety seeking behaviours Seeks company when going outside, 
carries water in fear of choking. 
Worry and self-reassurance  Worries about contracting illness, 
mentally plans how she will cope. 
Experiential avoidance Distraction via writing in diary, mobile 
telephone games, chatting to people. 
Self-focused attention Stomach, mouth, throat sensations 
after eating, nausea.  
Hyper-vigilance  When alone, hearing of sick people, 
noticing vomit in the street, noticing 
bodily symptoms. 
Avoidance of vomit cues Avoids going out and seeing vomit, 
lifts or boats, sick people. 
 
 
Maria was very motivated to discuss and work on her vomit phobia (our 
primary goal). Skills to manage vomit phobia we agreed could ultimately 
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increase personal freedom (e.g. go out more) and facilitate being a better 
mother (e.g. help children more when vomiting). Maria presented with good 
psychological mindedness and fairly good emotional awareness. Our 
therapeutic relationship is good. I asked Maria to consider providing consent 
for this process report. After time away to consider she willingly consented.  
 
3.0   FORMULATION 
 
In an effort to conceptualise Maria’s problem with vomit phobia it was useful to 
adopt a multi-theoretical approach. Using a pluralistic approach I formulated 
that the deeper ‘nub’ of Maria’s distress was one of being ‘vulnerable and in 
need of help’, which helps explain her historically shifting anxiety (shifting 
between agoraphobia and vomit phobia).  
 
Maria’s primary caregiver in childhood was her mother who was not 
consistently emotionally or physically available. In attachment theory, the 
emotional responsiveness of the attachment figure helps manage the infant’s 
anxieties until they are able to do this autonomously (Lemma, 2003). These 
early experiences of perceived abandonment may have led Maria to develop 
an insecure attachment style in childhood, carried into adulthood (Bowlby, 
1988). Hence, Maria can be clingy in her attempts to secure attachment and 
as a consequence of her lack of autonomy managing her emotions (Gravell, 
2010). 
 
When sick Maria felt ‘less alone’ when her father was present. Also, her vomit 
phobia exacerbates when she is home alone. She eradicates self-awareness 
of anxiety relating to existential isolation and vulnerability through merging 
with another (Yalom, 1980). For example, she moved country and converted 
religion to merge with her husband. Karpman’s drama triangle (1968) helps 
clarify Maria’s common systemic role of victim in relation to the roles of 
persecutor and rescuer. For example, her powerful feelings of vulnerability 
(when discussing her rejecting husband) are communicated to me in the 
transference relationship (Carr, 2006). I sense she is trying to elicit my 
assistance as rescuer from her husband the persecutor.  
  8 
 
 
From a CBT perspective being ‘vulnerable and in need of help’ reflects her 
core beliefs ‘I’m weak’ and ‘I’m stupid’ emerging from early experiences and 
her assumption ‘I have no one to rely on’ (reflecting a lack of autonomy). Her 
beliefs help to generate negative automatic thoughts that function to confirm 
her negative beliefs.  
 
The precipitation of vomit phobia from a CBT perspective suggests that past 
memories of vomiting can become fused with the present which fits well with 
Maria’s predisposition for developing phobia due to insecure attachment. 
Observing the vomiting girl void of parental help may have triggered Maria’s 
unconscious fears of abandonment (Lemma, 2003). Indeed, Bowlby (1973) 
suggests that phobias are the product of anxious attachment, conditioning 
and learnt avoidant behaviours. 
 
Using a flexible CBT framework we can posit that as a result of perceived 
attachment, systemic or existential vulnerability Maria then maintains her 
phobia from a CBT perspective (Veale, 2009) via a complex interplay of 
factors by (a) engaging with triggering symptoms of nausea, thoughts, images 
which can be misinterpreted as forthcoming vomiting, (b) appraised as 
potentially awful, (c) leading to further anxiety and attendance to nausea and 
gastrointestinal symptoms trapping Maria in a vicious cycle of vomit phobia 
perpetuation (see Figure 1). 
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Figure 1. Maintenance of vomit phobia (Veale, 2009). 
 
Maria verbally expressed her understanding of an earlier, more basic 
formulation incorporating insecure attachment theory within a CBT framework.  
 
4.0   TRANSCRIPT AND COMMENTARY 
 
The following transcript was taken from session four. In previous sessions we 
had focused on assessment, collaboratively establishing a preliminary 
formulation, goal setting and began socialisation to the CBT-based treatment 
plan. Maria was keen to challenge her phobia and engage in tasks. Our 
therapeutic relationship was developing well although I realised this partly 
related to her tendency to seek attachment for containment purposes. In this 
session I wanted to explore her cognitive appraisal/ worry aspects of early 
experiences relating to vomiting and developing Hemetophobia. I also 
continued socialisation to treatment theory and began exploring her worry 
beliefs and thought control. Earlier in the session we reviewed disconfirmatory 
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evidence (regarding fear of vomiting) gained from a homework behavioural 
experiment. The transcript begins (thirteen minutes five seconds) after we had 
explored an early memory observing a girl vomit at primary school.     
 
(sound of a loud voices talking in the room next door) 
 
Client1: But there were so many things. I, I also remember. 
 
Therapist1: Hmm.  
 
Client2: When I was probably… (counting in Spanish) twelve years old. 
 
Therapist2: Hmm, hmm. 
 
Client3: I was…erm…..I was always quite nervous in the classroom. 
Thinking..oh. It’s like, I don’t know why I got idea that have to go to the toilet.  
 
Therapist3: Yeah.  
 
Client4: Very often.  
 
Therapist4: Right.  
 
I am offering minimal encouragers for her to continue exploring her past 
anxiety-provoking experience. 
 
Client5: So it was like a bother to have to tell the teacher every time. Can I go 
to the toilet? Can I go to the toilet? 
 
Therapist5: Hmm. 
 
Maria was freely describing her experience but perhaps an intervention to ask 
why this was a ‘bother’ for her could have clarified the connection with her 
‘nervous’ feelings. 
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Client6: So. I got my mum to, to speak to the teacher. 
 
Therapist6: Yeah.  
 
Client7: So she say okay. Just relax, don’t worry. Anytime you want to go to 
the toilet don’t need to ask me. 
 
Therapist7: Hmm. Hmm  
 
Here Maria is recruiting her mother to ‘rescue’ her from a recurring anxiety-
provoking situation. As if asking permission from her teacher to use the toilet 
is ‘persecutory’ for Maria who is in the role of the ‘victim’. This is an example 
of a systemic drama triangle that often emerges for Maria as an interpersonal 
means for managing anxiety (Karpman, 1968).  
 
Client8: Just go.  
 
Therapist8: Okay. 
 
Client9: So...and that. Yeah, I don’t about? That was…because I saw 
somebody wetting themselves.  
 
Therapist9: Yeah. 
 
I am impressed she is able to arrive at these conclusions via her own 
processing. I continue to offer encouragement to say more without interrupting 
her progress.  
 
Client10: So that is like. I don’t know about that one. And now when I think 
about it.  
 
Therapist10: Hmm. 
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Client11: It’s…you know it’s not just about the problem…. different things that 
I see and, and for any reason…. 
 
Therapist11:  Yeah. 
 
Client12: I think it is going to happen to me.  
 
Therapist12: Yeah, it’s kind of fear of catastrophe.  
 
Client13: Yeah. 
 
I try to summarise what has been a recurring theme from past sessions 
stating her cognitive appraisal of such anxiety-provoking situations is potential 
catastrophe.  
 
Therapist13: It’s a….(cut-off). 
 
Client14: So that happened to one, one boy. And I do remember as well to try 
and avoid that…that boy. And then I just felt….not disgusted. But I don’t 
know…something just…..made me try to avoid it. 
 
Therapist14: Hmm. 
 
Possibly I should have made an intervention to explore why she chose to 
‘avoid it’ to increase her awareness of how her behaviour is linked to her 
anxiety. 
 
Client15: And, and I do remember, I, I went with him even in secondary school 
(sound of water pipes outside window). And I always have that. 
 
Therapist15: Hmm. 
 
Client16: In my mind. It’s like it never goes away.  
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Therapist16: Hmm. Hmm. 
 
Client17: And I remember to be very anxious just when I go into the toilet. Just 
thinking it may happen to me. 
 
Therapist17: Right. 
 
Client18: Oh (cut-off). 
 
Therapist18: What happens.. if it had happened to you? What would that 
mean? 
 
Client19: I don’t know? 
 
Therapist19: Hmm? 
 
Client20: Embarrassment.  
 
My question was able to identify embarrassment as her feared outcome. 
 
Therapist20: Hmm. What happens? What would happen if you were that girl 
who was sick in the classroom? How would you feel? 
 
(pipe noise outside becomes louder) 
 
Client21: I suppose the same. Embarrassed. 
 
I was trying to elicit the emotion associated with embarrassment (in previous 
sessions she highlighted this was ‘shame’). I should have drawn her attention 
to the notion that embarrassment was the cognitive appraisal, not the 
emotion. Possibly I should have mentioned that this embarrassment would 
likely confirm her negative core belief ‘I’m stupid’ which we had previously 
been identified linked with losing control.  
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Therapist21: Hmm. Would ah (breathing out sound) ….do you think that 
embarrassment would stay there for ever? …or would it become more? 
 
The sound of the pipes is distracting and slightly frustrating. Consequently my 
question about the consequences of embarrassment lacks a smooth delivery.   
 
Client22: No, probably not.  
 
Therapist22: Hmm…. So it’s thee ah…It sounds like it’s the fear of that 
potentially happening…..Is..nearly worse than if it actually did happen to you?  
 
Client23: I think so. 
 
Therapist23: Hmm… (sound of voices next door increases) Yeah, I think you 
are right cause (I focus my attention on her vomit distress hierarchy 
constructed as homework.) Because this is the fear of it …potentially 
happening  and this is the fear of it’s actually happening. And it is actually 
worse…...in thee erm.. observational role. 
 
I am trying to reinforce her homework finding that she measures the fear of 
vomiting as more distressing than past experiences of actually vomiting.  
 
Client24: I know.  
 
Therapist24: So to speak. So…well it makes sense that it seems to be the 
worry and the fear.. associated …with vomiting.  
 
(voices talking next door become louder again) 
 
Client25: Yeah. 
 
Therapist25: That’s actually worse than the reality. So…and that goes back to 
the whole erm ..thing we are trying to do. Is to..embrace the problem as one of 
  15 
 
trying too hard to…do all the things to prevent being sick ..and worrying about 
that (vomiting). Rather than actually being sick itself.  
 
I use this opportunity to reinforce previous socialisation efforts that vomit 
phobia is a problem of worry and trying to use techniques to prevent vomiting 
(Veale, 2009). 
 
So…okay good. Good examples ………….pause ……….So….worry. Can you 
remember what you were worrying about for instance when you were on the 
way to (place name)? (I refer back to data recorded in her behavioural 
experiment sheet) in those first ..or sorry you felt quite anxious those first 10-
15 minutes? What were you thinking about? Can you remember? What sort of 
thoughts? 
 
I am interested to know more about her thinking at the beginning of the 
experiment when her worrying was most notable and to help reinforce the 
relationship between worry and anxiety. 
 
Client26: I…(sighs)….Just I actually worry …that I will get worried. ..Just 
seeing this…you know this preoccupation ..that you know. Just 
thinking….what I’m going to do when I start feeling. You know, my heart has 
start racing and I have really sweaty hands. So whatever.. 
 
Maria’s sighing indicates to me that discussing worry is anxiety-provoking for 
her. Perhaps I should I have checked this out with her. Previously she had 
stated that talking about vomiting generated anxiety for her. I am struck by her 
awareness of the concept ‘worry about worry’. 
 
Therapist26: Good.  
 
Although Maria had not identified the thought content as yet I try to remain 
patient. My comment ‘good’ relates to her appraisal of worry as a 
‘preoccupation’ and how she links this with her physical symptoms. 
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Client27: What I’m already thinking about what I’m going to do when that 
happens.  
 
Therapist27: Right (cut-off). 
 
Client28: So just the think or the thought of it. It just start building up anxiety.  
 
Therapist28: Yeah.  
 
Client29: It’s like erm…erm…how you say it? You don’t wish something but at 
the same time what you’re doing.. 
 
Therapist29: Hmm. 
 
Client30: Is, is leading… to that… which you are trying to avoid, avoid. I don’t 
want to feel that way. That so anxious.  
 
Therapist30: Hmm.. 
 
Client31: When I’m at (place name).  
 
Therapist31: Hmm.  
 
Client32: But at the same time. All the thinking and thinking and thinking and 
preoccupation. Is just.. 
 
Therapist32: Hmm? 
 
Client33: Making me feel.. 
 
Therapist33: Yeah. 
 
Client34: You know? Nervous….  
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Therapist34: Hmm, hmm. 
 
Client35: And anxious.  
 
Therapist35: You’re right. 
 
I am encouraging and confirming Maria’s realisation that her incessant worry 
is fuelling her anxiety. Talking about worry increases her anxiety along with 
her pace of speaking. I get the impression that expressing her distress is a 
plea for me to help her (in her vulnerability). I am trying to contain her 
emotions without overly reacting to them (Gravell, 2010).  
 
Client36: so…(cut-off). 
 
Therapist36: Worry about worry.  
 
Client37: Yeah exactly.  
 
Therapist37: As for you…..have you heard that concept ..from before.  
 
Client38: Yeah (laughing a little). 
 
Maria seems amused that I noticed her use of ‘counsellor language’ in relation 
to conceptualising worry. I suspect her laughter might also have the function 
of relieving her anxiety. 
 
Therapist38: It’s erm…yeah, but is does happen. So..erm what sort of things 
were you worrying about? Can you remember any of the content of the 
thoughts? 
 
Client39: Just erm…the, the distance between home which is my safe place.  
 
Therapist39: Right (unintelligible word). 
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This intervention helps to identify her thought content. Also, I am aware that 
staying at home is an avoidant behaviour of hers which seems to be a 
residual problem from her previous agoraphobia.  
 
Client40: And, and the…the shopping centre.  
 
Therapist40: Right.  
 
Client41: When oh, when I’m, when I’m there…I will really feel…I’m twenty, 
thirty minutes away. 
 
Therapist41: Hmm.  
 
(noise from the pipes outside) 
 
Client42: From home.  
 
Therapist42: Yeah? 
 
Client43: …..which is. Do you know what, I, I, I’m on my way.  
 
Therapist43: Hmm.  
 
Client44: I don’t know. Planning some ways or thinking go back cause. It’s 
always..I’m, I’m not feeling the control. I’m just going to go back.  
 
Therapist44: Right . 
 
Again I am thinking how this urge to escape relates to agoraphobia. However, 
I don’t want to shift the emphasis away from her dialogue relating avoidant 
behaviour to hemetophobia.  
 
Client45: And I’m close. So…it’s alright. 
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Therapist45: Yeah. 
 
Client46: Maybe ten minutes. Still.. 
 
Therapist46: Hmm. 
 
Client47: Not too bad. But..you know? As the time passes by.  
 
Therapist47: Hmm, hmm. 
 
Client48: It’s not really how. It’s not going to get ..that easy to just …go back 
home.. 
 
Therapist48: Hmm. 
 
Client49: If I needed to.  
 
Therapist49: So it’s due (cut-off) 
 
Client50: So that makes you, you know.. tense and just start worrying a 
lot…and then more and more.   
 
Therapist50: Hmm. And that. Because that avoidance behaviour is so 
ingrained and goes so far back. That, that’s why it’s still so powerful. Because 
you have been reinforcing it all these years. And you use.. the avoidance 
role.. to kind of the return home to manage the anxiety but it is maintaining the 
problem. It’s maintaining the anxiety. And ultimately the worry. 
 
Client51: I know. 
 
This intervention lacked articulacy but I am trying to summarise the extent of 
her habitual avoidance and the impact this has maintaining her anxiety/ worry 
currently and throughout her life. In retrospect, possibly her long-term 
dysfunctional attempts to manage her anxiety through avoidance has been 
  20 
 
reinforcing a sense of vulnerability/ helplessness. Sharing this may have 
increased her awareness. 
 
Therapist51: The worry about worry……So, that’s why these experiments 
are…trying to go against that. So it’s like….even though you predict that it’s 
going to be uncomfortable you’re forcing yourself…  
 
Client52: Yes. 
 
Therapist52: Into a…a difficult situation for you. But erm…okay. 
So……anything else about the shopping centre that you were thinking 
about…which was worrying…or a particular concern? 
 
Client53: Always the choking….as always.  
 
Therapist53: The choking yeah.  
 
Client54: Just thinking that I may have something and it just…(the voices next 
door get louder) goes to the wrong place and I will just start coughing and 
then..the coughing will lead me to feeling sick probably and just maybe… if I’m 
not going to be sick at least ….thinking….that it, it may be a possibility.  
 
Therapist54: Right.  
 
The hypervigilence of danger symptoms (coughing) can lead to self-focused 
attention (trying to identify gastrointestinal symptoms/ nausea) and then worry 
about vomiting.  I think both Maria and I have an agreed awareness of this 
mechanism but I believe I should have explicitly reflected on this thinking to 
emphasize the interlinking factors maintaining the problem.   
 
Client55: That’s..you know? Fall into just…. 
  
Therapist55: Hmm. 
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Client56: Feeling really, really, really anxious. 
 
Therapist56: Yeah…yeah. Okay, so it’s…It’s a common one. I think you have 
hit on something quite important with the idea about a…..following……it’s like 
a…..you know?.....Vomit, fear of vomiting. It, it emerges from.. you 
know…past experiences of what they call ‘ghosts of the past’ (Veale, 2009). 
So, which have become fused in the present….And such as these things 
here.  
 
Client57: Yeah. 
 
I realise that Maria bringing up coughing provides a good opportunity to offer 
some psycho-education about the development of vomit phobia. However, I 
am having difficulty extracting the relevant information from memory and then 
verbalising this in a coherent manner. This partly relates to some insecurity 
about delivering this new material to a client.   
 
Therapist57: So….erm…. and because you have had experiences ..of say 
feeling sick, as a child. That erm..these are very, very dis, distressing things 
for a child to go through. When we’re sick. And it’s like they.. think they are 
going to choke when they are being sick. Or they think they could potentially 
die. Because they are going to be sick.  
 
Client58: Yeah.  
 
Therapist58: Erm. Okay, when we get into adulthood we may think…alright if I 
am sick I’m probably not going to choke to death. I’m probably going to start 
coughing, you’ll struggle to breath. ….But it’s not that rational in our mind 
because we have old associations that put doubt in our mind from memories. 
From like say….vomiting as a child. So that’s what kind of makes the fear of 
vomiting..you know…so.. strong. 
 
Client59: Ahem. 
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Therapist59: Does that make sense? 
 
Client60: Yeah.  
 
I initially believe I did a reasonable job socialising Maria to this theory. 
However, Maria’s response is brief and like me she may be distracted by the 
noise from next door. Hence, I check whether this makes sense.  
 
Therapist60: So it is...  
 
Client61: And I think it’s, it’s not just. In my case it’s not just linked..with that 
erm…. like those examples. 
 
Therapist61: Yes.  
 
Client62: Associating with… how I have felt before. Just thinking that I will be 
sick. Even if, if there is nothing…no, no evidence that tells me there should 
be.  
 
Therapist62: Yeah. 
 
I am encouraged that Maria is reaching a stage of awareness where she is 
beginning to identify that there is no firm evidence of impending vomit. I note 
this is a shift from earlier in treatment.    
 
Client63: But like the other day. Yeah, my tummy probably was rumbling or 
whatever…but..you know, it’s just …that discomfort made me feel like that but 
now. 
 
Therapist63: Hmm. 
 
Client64: That’s another ghost I suppose.. from last week.  
 
Therapist64: Yeah. 
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Client65: That I’m carrying…over. 
 
Therapist65: Yeah, yeah. So it’s like you’re (cut-off). 
 
I feel reassured that Maria understands my ‘ghosts’ analogy. However, in my 
enthusiasm I mis-time my next intervention and get cut-off. I wanted to 
emphasise the fear of vomiting is likely being reinforced by the assimilation of 
all this new threat related information. 
 
Client66: No, I wasn’t sick but I was feeling terrible. Just thinking I was going 
to be sick. 
 
Therapist66: Hmm, hmm. 
 
Client67: So it gets…you know it’s just horrible that you just carry, carry, carry, 
carry and every time happens something new.  
 
Therapist67: Hmm, hmm.  
 
Client68: It stays with you.  
 
Therapist68: It’s fighting to stay there. That kind of fear of vomiting. That’s why 
we need to keep working at it…..to kind of desensitise you to the fear. And 
that’s what these experiments are trying to do. And are successful to (pointing 
at behavioural experiment sheet) come down from seventy (percent) to twenty 
(percent). It’s desensitising you to the fear.  
 
Maria’s verbalisation conveys a sense of vulnerability at how trapped she is in 
her vicious cycle. My intervention aims to instil hope through pointing out the 
purpose of these behavioural experiments is to desensitize her to her fear. I 
highlight that she is already making progress finding disconfirmatory evidence 
about vomit-related fears and by pointing this out I hope is empowering for 
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her, helping to shift her away from a perspective of being ‘vulnerable and in 
need of help’. 
 
Client69: Yeah.  
 
Therapist69: So…..cool! So…………..pause……hmm……pause……..…what 
do you think? What do you think the advantages and disadvantages are 
of…of worrying? What would you say the disadvantages are?   
 
I decide this is a good point to deviate from this topic for now. On shifting 
emphasis back to the agenda I experience a wave of tiredness and my mind 
temporarily goes blank. I suspect this is because working with vomit phobia is 
new to me and thus requires my close concentration with can be draining. 
Possibly if I had better attended to my counter-transference here I would have 
realised my sense of feeling slightly ‘drained’ could have indicated what Maria 
might have been feeling too. In retrospect, I realise that I (and most likely 
Maria) needed time to process the previous work. More reflection may have 
capitalised on/ reinforced learning. Eventually I compose myself to begin 
exploring worry beliefs (Wells, 1997), although this seems rushed.   
 
(sound of the pipes outside) 
 
Client70: That it can go erm ..…to the extreme. And then just….(unintelligible) 
like basically. 
 
Therapist70: To go to extreme (writing down). Yeah.  
 
Client71: You know it’s out of proportion. It’s just…it’s not good at all.  
 
Therapist71: Hmm……….okay…what if it a…what happens if it’s taking over 
your life then?  
 
Client72: I don’t know..it just prevents you from doing things.  
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I am trying to write and talk which is something I find difficult to do at the same 
time. Consequently, I am not fully engaging with Maria and my next 
intervention about the ‘life impact’ of worrying seems out of place. The 
purpose of this intervention was to help create a dissonance between where 
her life is now (engaging with vomit-related worry) and how this is preventing 
her from achieving her value-directed goals (Hayes et al, 1999; Veale, 2009).   
 
Therapist72: Hmm. 
 
Client73: It prevents you from doing things.  
 
Therapist73: Yeah, yeah. So …it’s..(I am writing down notes) doing things....... 
 
5.0   ENDINGS 
 
I believe that my goal of exploring her early experiences leading to developing 
vomit phobia was reasonable successful at emphasizing the central role of 
worry in establishing the problem. Guided discovery facilitated an increased 
awareness of her avoidant behaviour in early childhood developing and 
ultimately maintaining her anxiety. My goal to examine her worry beliefs 
(Wells, 1997) was also reasonably helpful in setting up future challenging of 
the dissonance between holding both positive and negative worry beliefs in 
the following session. Thought control experiments helped demonstrate that 
effort to suppress thinking is counterproductive. Our therapeutic relationship 
was developing and we were collaborating well at the end of the session to 
set up the next exposure experiment (homework) in a hierarchy of feared 
situations.  
 
6.0   EVALUATION 
 
I believe our therapeutic progress in this session was reasonably good. I 
missed some easy opportunities to reinforce Maria’s awareness by 
highlighting links between thoughts and affect. However, I am aware 
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imperfections were likely as vomit phobia theory/ treatment was new to me 
and it was mentally taxing keeping all the relevant information in mind.  
 
Whereas attachment and CBT aspects were in the preliminary formulation, 
existential and systemic elements were assimilated in the process of gradual 
re-formulation (Cooper & McLeod, 2011; Perkins, 2008). My growing 
awareness of interpersonal influencing factors emerged in later sessions 
ultimately contributing to the development of the multi-theoretical formulation. 
From a Counselling Psychology perspective this process helped gain a 
progressively clearer perception of Maria’s central issue of being ‘vulnerable 
and in need of help’ to provide a more accurate guide for her treatment needs. 
In later sessions I would adapt worry interventions (Wells, 1997) to have an 
increasingly specific focus on vomit-related worries which generated further 
evidence about her lack of autonomy managing her emotions linked to 
interpersonal support. For example, Maria expressed an urge to hold my hand 
as her anxiety increased in an exercise to push vomit-related worry. In later 
sessions stronger efforts were made to promote empowerment/ increase her 
sense of autonomy, directly challenging her ‘nub’ issue. Eliciting feedback 
from Maria helped identify her success with exposure experiments, finding 
disconfirmatory evidence about fears (as measured by comparable reductions 
in predicted and actual experienced anxiety). Her growing awareness of her 
efficacy to desensitize herself to vomit-related fears was feeding 
empowerment.  
 
7.0   REFLECTIONS ON LEARNING 
 
As a consequence of writing this report I have realised that it took several 
weeks of progressive re-formulation to arrive at the current multi-theoretical 
conceptualisation of Maria’s ‘nub’ issue. I believe that with further practice and 
supervision my confidence conceptualising client cases will become quicker 
and more assured. 
 
This was a new placement for me where Maria was my first client. I was 
initially unsure how accepting the placement would be of a multi-theoretical 
  27 
 
approach to formulation as I understood I would be delivering CBT-based 
interventions. Brief consults and ‘covering supervision’ with members of the 
CBT team emphasised I adopt a more rigid CBT formulation. This appeared 
dismissive of fully addressing the attachment/ systemic issues and seemed 
reductionist in adequately addressing the nub of Maria’s problem. However, 
my supervisor (who I enjoy a strong relationship with) very much supported 
my efforts at multi-theoretical conceptualisation. Thus, I was receiving mixed 
messages within the multi-disciplinary team which was confusing and which I 
later found out related to interpersonal/ professional orientation tensions 
between staff due to recent merging of CBT and psychotherapy teams. I later 
discovered that pluralistic formulation is encouraged even if practicing a 
specialist (CBT) approach (Cooper & McLeod, 2011). I realise in future I will 
likely have to defend and reinforce my identity as a practitioner of Counselling 
Psychology to best realise my ideals for client treatment within the parameters 
accepted by specific settings.  
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SECTION B:  
 
THEORETICAL ESSAY,  
COUNSELLING COUPLES AND GROUPS 
 
A CONTRAST AND COMPARISON OF THE PROCESS AND 
CONTENT INTERVENTIONS FOR WORKING WITH COUPLES 
FROM A COGNITIVE BEHAVIOURAL THERAPY AND AN 
OBJECT RELATIONS PERSPECTIVE 
 
  31 
 
1.0   OVERVIEW 
 
In the course of this essay I will contrast and compare the theory and practice 
of counselling couples from the perspective of cognitive behavioural therapy 
(CBT) and object relations couple therapy (ORCT). I will highlight the salient 
theories and philosophies underlying each approach then outline the pertinent 
features that define the separate approaches and how they work in practice. 
Throughout this essay efforts will be made to reflect on relevant aspects of 
these approaches relevant to a Counselling Psychology ethos. 
 
2.0   INFLUENCES ON THE DEVELOPMENT OF CBT FOR COUPLES 
 
There are several important theories and philosophies that have contributed to 
the development of CBT for couples work. Structural functionalism 
conceptualises society as an overarching concept made up of constituent 
parts that are collectively orientated towards achieving a state of equilibrium 
(Parsons, 1951). Within a wider social system the couple is considered a sub-
system, whereby the actions and behaviours of the couple work to stabilise 
the dyad. Stuart (1969) developed a model of behavioural marital treatment 
that emphasised increasing the regularity and variety of positive behaviours 
that a couple demonstrates to each other to boost relationship satisfaction. 
Stuart incorporated reinforcing principles from operant conditioning, whereby 
individuals were rewarded for their positive efforts towards their partners.  
 
Cognitive therapy (Beck, Rush, Shaw & Emery, 1979) gradually blended with 
behavioural approaches which together helped to establish the prominence of 
CBT for treating couples. Family life cycle implications have contributed to our 
understanding that the couple will face stages of development (e.g. arrival of 
children) which the couple has to adequately negotiate otherwise relationship 
problems can emerge (Carter & McGoldrick, 1999). More recently, systemic 
theory has gained greater emphasis at addressing the impact of environment 
stresses that can act on the couple which require consideration alongside 
interpersonal stresses (Epstein & Baucom, 2002). 
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In CBT the individual aspects of the couple are of relevance as they will 
perceive relationship behaviours in different ways, relating to both specific 
events and wider behaviour (Epstein & Baucom, 2002). It is assumed that 
behaviour patterns will reoccur due to the maintaining influence of the couple. 
CBT is interested in how the couple presently processes information and 
communicates and how this relates to meeting individual and relationship 
needs (Epstein & Baucom, 2002).  
 
2.1   Assessment 
 
It is important to assess cognitive, behavioural and emotional factors that 
maintain the couple’s relationship (Baucom, Epstein, LaTaillade & Kirby, 
2008). These factors are interconnected and therefore changes relating to one 
domain will have the capacity impact and bring about change in another 
domain. Baucom, Epstein, LaTaillade and Kirby (2008) propose that 
assessment aims to define the difficulty the couple are experiencing in their 
relationship, and the dyadic, individual and environmental factors for 
formulation purposes. Patterns of interaction in the dyad and how these 
patterns have developed are of relevance. The assessor relies on observing 
couple interaction, clinical interview and self-report measures. Baucom, 
Epstein, LaTaillade and Kirby (2008) suggest first conducting a conjoint 
session ascertaining how the couple met, their developmental history, and any 
significant events of relevant to for the relationship and commence 
socialisation to CBT. 
 
One individual session with each partner will follow exploring personal 
histories, family of origin, mental health issues and risks factors (Epstein & 
Baucom, 2002). Individual pathology will be explored which may negatively 
impact on the relationship and may need to be addressed first or this could 
compromise the effectiveness of couples work (Epstein & Baucom, 2002). 
Information gathered during these sessions remains confidential unless the 
individual discloses this information to their partner. 
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2.2 CBT in practice 
 
The therapist listens to individual accounts of the couple in turn, reflecting and 
providing feedback on their shared dyadic concerns whilst maintaining a 
neutral stance (Epstein & Baucom, 2002). Principle behavioural, cognitive and 
emotional interventions will be discussed in turn. 
 
2.2.1 Behavioural interventions 
 
Baucom, Epstein, LaTaillade and Kirby (2008) suggest enhancing positive 
behaviours between partners and reducing negative ones will positively 
influence their thoughts and feelings of the couple in relation to each other 
and improve relationship satisfaction. These positive behaviours fall into 
expressive or instrumental categories. Expressive behaviours are emotionally-
orientated towards showing affection/ love. Instrumental behaviours are 
practical in focus (e.g. preparing dinner) emphasising commitment. Different 
couples will appreciate different types of instrumental and expressive 
behaviours (Epstein & Baucom, 2002) which caters to Counselling 
Psychology engagement with subjectivity. 
 
Negative behaviours are often criticisms between partners or accusations of 
blame (Baucom & Epstein, 1990). Negative behaviours directed towards a 
partner are considered to bring about negative responses, a pattern called 
negative reciprocity (Epstein & Baucom, 2002). Likewise, positive reciprocity 
results from mutual efforts to exchange positive behaviours. This relates to the 
concept of quid pro quo, whereby if one partner contributes something 
positive to the relationship their partner will likely respond in a similar positive 
vain (Dattilio, 2010). Homework assignments (common in CBT) can involve 
the gradual introduction of more positive behaviours between partners.  
 
Dattilio (2010) presents strategic guidelines for identifying the needs of the 
listener and the speaker to address maladaptive patterns of communication. 
The speaker is encouraged to speak with a measured tone of voice, 
maintaining eye contact, watching for responsive indicators (e.g. body 
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language) from the listener. Questions are expected to be meaningful, not 
cross-examining, taking care not to over speak whilst also providing space for 
the listener to appraise what has been said. Likewise, the listener is expected 
to be attentive, maintaining eye contact without interrupting the speaker. The 
listener is expected to reflect on what they have heard (and clarify if need be) 
and then summarise to promote a shared sense of understanding with the 
speaker. This skills technique brings greater awareness to the reciprocal 
process of adaptive communication.  
 
Sometimes it may be necessary to regulate recurrent over speaking of one 
partner to address power issues, which Counselling Psychologists aim to do 
empowerment rather than control. This can often happen with male clients 
who are socialised to be dominant as a consequence of gender role pressures 
(Payne, 2010).  
 
2.2.2   Cognitive interventions 
 
Baucom, Epstein, LaTaillade and Kirby (2008) emphasize that interventions 
for several types of cognition are necessary when the processing of 
information is occurring in a ‘distorted manner’ (p. 52).  
 
Cognitive attributions designate specific meanings to a partner’s behaviours 
(Epstein & Baucom, 2002).  For example, Jack might cook Sarah a breakfast 
as a caring gesture (a hypothetical couple). However, Socratic questioning 
may reveal that Sarah attribute’s Jack gesture to guilt for shouting at her 
yesterday. Evidence of selective attention can be relevant if one partner is 
focusing on specific negative aspects. The therapist can use guided discovery 
to consider the other positive aspects which may encapsulate a balanced 
view. CBT therapists will try to elicit the expectations the couple hold. This has 
relevance for the couple who are set in their ways and the therapist needs to 
comprehend their expectations about change (Dattilio, 2010).  
 
The broader relationship beliefs that couples have are often assumptions and 
standards (Epstein & Baucom, 2002). Assumptions can often be accessed 
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using the downward arrow technique aimed at grasping the meaning behind 
cognitions (Dattilio, 1993). For example, Sarah holds the assumption that 
Jack’s reluctance to have children indicates a lack of commitment to their 
relationship. A therapist would need to bracket any personal assumptions 
about societal approval for consummating relationships with children. Indeed, 
therapists should consider that their clients may often have different 
sexualities, religious and cultural values, diverse lifestyle choices and beliefs 
that relate very little to their own. Therapists should be careful not to let their 
personal biases, or stereotypical thinking emerge which could potentially 
create ruptures in treatment across orientations of therapeutic approach 
(Payne, 2010).  
 
Sometimes partners will have very different standards about how they and 
their partners should conduct themselves in their relationship (Epstein & 
Baucom, 2002). For example, how much time a couple spends together/ apart 
may require negotiating a revision of shared standards. A Counselling 
Psychologist would be interested in identifying any cultural standards that 
might emerge (e.g. the wife is expected to stay at home and the husband 
goes to work). The therapist will need to address this diversity in standards, to 
bring awareness to the differing perspectives and hopefully agree a revised 
consensus on standards.  
 
Ultimately, cognitive restructuring is a viable technique for modifying 
cognitions (or assumptions/ beliefs) by evaluating available evidence to 
promote balanced thinking (Beck, 1995). The Counselling Psychologist should 
endeavour to appreciate the subjective value of cognitions/ beliefs (and their 
potential diversity) for both partners. 
 
2.2.3   Emotion interventions 
 
Sometimes one or both partners show tendencies to restrict emotional 
expression which can lead to dissatisfaction in the relationship (Baucom, 
Epstein, LaTaillade & Kirby, 2008). Restricted emotional expression can stem 
‘the norm’ of the family of origin or cultural norms. Sometimes cognitive 
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interventions are relevant (e.g. challenging assumptions about acceptable 
expression of anger). Sometimes behavioural factors are relevant (e.g. an 
individual considers a partner’s high emotional expression as inappropriate).  
 
Greenberg and Safran (1987) distinguish between expression of primary and 
secondary emotions. They propose that an individual has frightening primary 
emotions stemming from personal needs (e.g. Sarah’s anxiety that Jack 
cannot commit to her). However, the individual settles for the expression of 
less frightening secondary emotions (e.g. Sarah’s anger). Baucom, Epstein, 
LaTaillade and Kirby (2008) propose a series of interventions that can be 
used for emotional issues. The therapist can use questioning or 
interpretations to access an individuals primary emotions. The therapist can 
normalise the expression of emotions in a safe therapeutic environment where 
partners are encouraged to respond to their partner’s expressions in a caring 
manner. Therapists can encourage labelling of different emotions to heighten 
awareness/ identify any deficits in understanding. Use of metaphors or 
imagery can also prove useful.  
 
One or both partners can experience problems with over-expression of 
emotion (Baucom, Epstein, LaTaillade & Kirby, 2008). Sometimes the 
behaviour of one partner can trigger the emotional reaction (e.g. Sarah’s 
criticism eliciting Jack’s anger). Baucom, Epstein, LaTaillade and Kirby (2008) 
propose that couples can either be encouraged to schedule times to discuss 
emotionally loaded issues which functions to restrict the regularity of 
expression to more appropriate times and contexts. Or the couple can try 
using alternative sources for sharing emotions (e.g. using friends), taking the 
pressure off the couple.  
 
3.0   INFLUENCES ON THE DEVELOPMENT OF OBJECT RELATIONS 
COUPLE THERAPY (ORCT) 
 
In contrast to CBT, object relations couple therapy (ORCT) originates primarily 
from psychoanalytic object relations theory. Scharff and Scharff (2008) 
propose that ORCT addresses thoughts, feelings, behaviours, interactions at 
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the level of mind and body between partners and their environment. These 
are similar concerns to CBT, although here they are conceptualised and 
approached in a different way.  
 
Object relations theory proposes that a human’s behaviour is a consequence 
of early experiences relating to significant caregivers (Bobes & Rothman, 
1998). Fairbairn (1952; 1963) considers infants to be born with full awareness, 
a ‘whole self’ and strive to obtain relatedness through behaviour. Scharff and 
Scharff (2008) summarise that the infant can become frustrated by the mother 
when needs are not immediately met which can be interpreted as rejection. 
This rejection creates pain for the infant who consequently introjects (takes in) 
the mother figure as a rejecting object. However, the infant wants to maintain 
the notion that the mother is good so it splits off the concept of the rejecting 
mother and represses this concept in their unconscious mind. What follows is 
the rejected object is then further split into exciting and rejecting parts (which 
are respectively associated with feelings of longing and rage).  The infant then 
splits off and represses (along with negative feelings) the part of the self which 
identifies with the mother as rejecting.  
 
Fairbairn (1952; 1963) considers that object relations exist internally for an 
individual comprised of the two unconscious systems (exciting and rejecting) 
connected with the object. Fairbairn suggests that the rejecting object 
relationship then represses the exciting object relationship. Dicks (1967) 
proposed that the individual is attracted to his partner in a conscious sense 
(e.g. sexually, compatibility, shared values) but also at an unconscious level 
which together highlights the couples compatibility.  
 
The individual identifies ‘lost parts of the self’ through union with a partner 
which is exciting as these aspects can now be expressed through the partner 
(Scharff & Scharff, 2008, p. 169). Repressed aspects of the personality 
effectively re-emerge seeking understanding from the partner (Scharff & 
Scharff, 1991). In ORCT the work is primarily orientated on the unconscious 
dynamics between the couple, how this relates to their past relationships 
(Scharff & Scharff, 2008). Thus, internalised objects can create difficulties 
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when the individual confuses these aspects with current romantic partners 
(Bobes & Rothman, 1998).  
 
3.1   Assessment 
 
In ORCT the therapist assessment can involve twice as many conjoint and 
individual sessions to arrive at a formulation (Scharff & Scharff, 2008). The 
couple’s relationship is the sole focus of the difficulty rather than the multi-
factorial focus as in CBT. Scharff and Scharff (2008) propose assessment 
sets the frame for how therapy will work/ be managed. As in CBT the therapist 
maintains a neutral stance. A safe psychological space is established to 
explore the couple’s relationship, so they can be listened to, express their 
feelings freely all so the therapist can provide interpretations (Scharff & 
Scharff, 2008). In ORCT the interest is in comprehending conscious and 
unconscious communication. The therapist tries to identify strong emotions 
(linked to the unconscious), noting core anxieties and defences (Scharff & 
Scharff, 2008). 
 
3.2   ORCT in practice 
 
Sessions are unstructured and non-directive (contrasting with directive, 
structured CBT). The therapist addresses the conscious concerns of the 
couple, observing body language, whilst listening out for themes in the 
dialogue, hoping to hone in on occasions when strong affect is expressed 
which helps identify objects in the unconscious (Scharff & Scharff, 2008). 
 
Projective identification is the process by which an individual projects objects 
onto another person (Lemma, 2003). Introjective identification is the process 
by which an individual takes in projected objects and then identifies with them, 
consequently behaving as if these aspects were their own (Lemma, 2003; 
Bobes & Rothman, 1998). Both processes occur unconsciously within the 
transference relationship (Lemma, 2003). Transference (a Freudian concept) 
can be conceived as a present day enactment of a past object relationship, 
which has been internalised in the individual (Lemma, 2003). 
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Countertransference is another Freudian concept that the therapist uses 
which is ‘the therapist’s experience of the patient and the feelings aroused 
whilst with the patient’ (Lemma, 2003, p. 68). The transference relationship 
between the couple is considered to be maintaining their difficulty relating 
which contrasts with the CBT perspective that it is the collective influence of 
cognitive, behavioural, emotional and environmental factors of the dyad that 
maintains the difficulty. 
 
By examining the transference relationship a therapist is able to deliver 
interpretations to the couple bringing awareness to how they relate. This 
approach contrasts greatly with the conscious focus of CBT with its 
predominantly present tense focus. Interventions for both approaches occur in 
the here and now. A common goal in ORCT is to liberate the couple from the 
impact of projective and introjective identifications (Scharff & Scharff, 2008). 
 
For example, Jack as a child often felt criticised by his father when he failed to 
meet his father’s high standards and often belittled Jack’s musical aspirations. 
With his partner Sarah he increasingly found her to be domineering and 
condemns his musical hobbies. He perceived a lack of acceptance and 
criticism from Sarah, re-enacting a pattern of relating from childhood 
associated with similar emotional pain. Jack projects the internalised aspects 
of the critical father onto Sarah. Jack feels Sarah does not understand him. 
More recently Jack has opted to withdraw from Sarah when she becomes 
critical which is a less upsetting option for him compared with arguing. 
 
Sarah on the other hand perceived her mother as rejecting and emotionally 
unavailable. Sarah introjected the rejecting mother object. Sarah then projects 
these aspects of the mother onto Jack who unconsciously accepts them. She 
gets increasingly anxious when he is not with her, is constantly texting him 
and is becoming increasingly resentful about competing with his musical 
interests. Thus, the relationship becomes dysfunctional as Jack takes on the 
role of the rejecting mother accentuated by his withdrawal behaviour. Jack 
and Sarah’s relationship is indicative of the simultaneous process of projective 
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and introjective identification that bonds them at an unconscious level but is 
also fuelling their discord (Scharff & Scharff, 2008).  
 
The Counselling Psychologist will be encouraged to exercise reflexivity to 
accurately interpret to the transference relationship which considers the 
communication between partners and with the therapist. Also, the complex 
nature of the transference relationship (with three participants) highlights a 
Counselling Psychologist’s need to appreciate and comprehend 
intersubjectivity. With intersubjectivity, the perceptions, emotions and 
interactive factors belonging to all participants are interconnected from a 
phenomenological perspective (Kasket, 2013). Indeed, the central focus of 
relationships in ORCT fits well with the Counselling Psychology dedication to 
base treatment in the therapeutic relationship, perhaps more comprehensively 
than in a CBT approach.   
 
The therapist is also keen to identify from their interactions their recurring use 
of defences, protecting core anxieties (Scharff & Scharff, 2008). Projection, 
introjection and splitting are all primitive defences (Lemma, 2003). For 
example, a defence Jack uses is to withdraw from Sarah, protect against the 
pain of sustained criticism. The therapist needs to be actively involved at an 
unconscious level, interpreting their countertransference, often a ‘feeling of 
discomfort’ in response to a common pattern of relating originating from the 
couple (Scharff & Scharff, 2008, p .174). For example, I (as therapist) felt 
pressured to attend to Sarah’s needs and acknowledge her. This attention 
grabbing behaviour could indicate defence of a core anxiety (e.g. fear of 
abandonment).  
 
By sharing interpretations with the couple this brings understanding, provides 
a sense of being psychologically held and enhances their working alliance 
(Scharff & Scharff, 2008). Efforts are made to make the unconscious 
conscious which permits the couple to make choices based on their new 
found awareness (Bobes & Rothman, 1998). This marries well with a 
Counselling Psychology emphasis to develop ‘insight and increased capacity 
for choice’ (Strawbridge & Woolfe, 2003). Hopefully the couple develop the 
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ability to ‘modify each other’s projections, to distinguish them from aspects of 
the self, then take back their projections’ (Scharff & Scharff, 2008, p. 186). 
The couple are able to recognise each other in a clearer more accepting light, 
potentially leading to a more loving relationship (Scharff & Scharff, 2008). 
Reaching this stage of therapeutic enlightenment reflects the ability of 
partners to gain more autonomy over how they choose to relate to each other 
and which promotes empowerment (both valued goals in Counselling 
Psychology). 
 
4.0   REFLECTIONS ON LEARNING 
 
Comparing these two approaches has proved beneficial for developing a 
pluralistic understanding of couples counselling. This relates to a recent 
emphasis in Counselling Psychology to embrace pluralistic practice to best 
meet the needs of our clients (Cooper & McLeod, 2011). There is the 
possibility that even if I choose to work with couples explicitly using CBT there 
is the potential to still refer to the transference relationship implicitly to guide 
and enrich my understanding of the couple in treatment.  
 
Fonaghy and Target (1996) state that through reflective functioning an 
individual is better able to comprehend the behaviour of another as stemming 
from their internal perspectives which ultimately benefits communication 
between them and shared empathy. Perhaps through enhancing reflective 
functioning principles in couples, either in CBT or ORCT couples are able to 
realise adaptive change. This could be the mechanism of change common to 
both approaches. Indeed, facilitating empathy between partners and also 
conveyed by a therapist is a core Counselling Psychology quality which 
adheres to underlying humanistic values (Strawbridge & Woolfe, 2003, p. 8) 
and can hold emphasis in the practice of both CBT and ORCT. 
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REFLECTIVE ESSAY,  
COGNITIVE BEHAVIOURAL THERAPY - LEVEL 3 
 
THE IMPACT OF LEARNING AND EXPERIENCE ON 
DEVELOPING A PERSONAL PHILOSOPHY OF PRACTICE AS 
A COUNSELLING PSYCHOLOGIST 
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1.0   INTRODUCTION 
 
Throughout my professional training as a Counselling Psychologist my 
orientation towards theoretical thinking and practice has gone through 
continual challenge and development. My own personal philosophy of practice 
has been influenced by my pluralistic university training and efforts to gain a 
deeper understanding of the humanistic elements that underlie the 
Counselling Psychology ethos. My philosophy of practice has also been 
shaped by experience of applying models and specific skills in practice and 
reflecting on upon their impact. Additionally, my reading, clinical supervision 
and experiences of personal therapy have all contributed to my development. 
My theoretical orientation to Counselling Psychology rests upon a cognitive 
behaviour therapy (CBT) framework that I use to guide conceptualisation and 
structure treatment. I simultaneously endorse being reflective to facilitate the 
integration of new information for formulation purposes and flexibility in 
responding to often complex client needs. 
 
In this essay I shall discuss how I have integrated humanistic elements into a 
flexible CBT approach and highlight the importance of gaining a pluralistic 
comprehension of the therapeutic relationship. I will elaborate on my need to 
develop increasingly individualised treatment protocols in practice as a 
consequence of regular confrontation with complex client presentations. I will 
discuss how I have dealt with new learning, the possibilities and ramifications 
of integration and how this has impacted upon addressing and finding 
solutions for treating complexity. Finally, I will highlight my thinking on possible 
future developments of practice and maintaining integrity as a Counselling 
Psychologist. 
 
2.0   ADOPTING A FLEXIBLE CBT FRAMEWORK FOR THE PURPOSES 
OF INTEGRATION 
 
I have adopted CBT as the core theoretical framework for conceptualising my 
client work as a Counselling Psychologist. It is the primary approach taught on 
training course and I have become comfortable using this model in my 
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practice with clients with general presentations and those with substance 
misuse related problems. The majority of my clients have complex, co-morbid 
presentations. CBT along with other specifically behavioural or cognitive 
therapies has proved to be an ‘empirically supported treatment’ for a wide 
range of psychological issues (Cooper, 2008, p. 32). CBT also has a proven 
high treatment success rate with substance misuse clients (Raistrick, Heather 
& Godfrey, 2006; NICE, 2011). Therefore, there is a great deal of efficacy for 
using CBT as the core theoretical framework in my practice as a Counselling 
Psychologist.  
 
In developing my personal philosophy of practice I rely on the security of a 
CBT framework to guide treatment but I make enduring efforts to incorporate 
humanistic thinking to compliment my practice. Beck, Rush, Shaw & Emery 
(1979) point out that humanistic core conditions of empathy, congruence and 
unconditional positive regard (Rogers, 1957) are important although not fully 
sufficient on their own to bring about therapeutic change in clients. Indeed, 
Sander and Wills (2005) support this argument stating that integration of the 
core conditions is ‘necessary’ and that integration of techniques from other 
approaches into cognitive therapy is becoming ‘the norm’ (p. 228).  
 
With my experience delivering CBT I have noticed on some occasions that 
working with client emotions has seemed like an emotional labelling process 
that ultimately is aimed towards accessing the related cognitions and beliefs. 
The danger of therapeutic models being applied in an overly mechanistic 
manner is that their ‘holistic’ impact is compromised (Connor, 2000, p. 294). 
Sander and Wills (2005) have warned us that the impact of cognitive therapy 
is very much compromised unless emotional experiences are adequately 
connected with. Thus, I have felt an increasing need to encourage clients to 
explore and stay with accessed emotions, to process them more 
comprehensively as a means of catharsis.  This realisation comes particularly 
from working with my male clients, some of whom struggle for awareness of 
their emotions. This lack of affect awareness in men often associated with a 
preference for more rational processing has been identified as a condition 
called alexithymia (Levant & Pollack, 1998). Additionally, I have learned from 
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the more humanistic orientated trainees in my placement supervision group 
about techniques for increasing emotional awareness by exploring bodily 
sensations. Schneider and May (1995b) in their existential-humanistic 
approach use such a technique. First of all the client is asked to scan for 
bodily sensations, then asked what they associate with these sensations, 
which may be feelings, images or thoughts. This approach I believe helps 
raise emotional awareness early in treatment and brings the cognitive model 
(Beck, 1967) to life for clients prior to engaging in challenging cognitions. 
These are examples I use to ease the directive focus of CBT, when 
necessary, to achieve a sense of grounding in humanistic principles.    
 
3.0   DEVELOPING A MORE PLURALISTIC UNDERSTANDING OF THE 
THERAPEUTIC RELATIONSHIP 
 
Cognitive therapy in previous years has been criticised for either undervaluing 
or indeed ignoring use of the therapeutic relationship to bring about client 
change (Sanders & Wills, 2005). In my approach as a Counselling 
Psychologist I make strong efforts to nurture the therapeutic relationship by 
striving for development of a positive alliance early on through adherence to 
the core conditions (Greenberg, 2009; Rogers, 1957). Research has shown 
that paying sufficient attention to developing the therapeutic alliance and 
building trust in the early sessions can lead to better therapy treatment 
outcomes (Hovarth & Bedi, 2002). Cooper (2008) in his summary of research 
findings on the efficacy of using the therapeutic relationship advocates 
establishing a firm therapeutic alliance prior to implementing more challenging 
inventions in treatment.  
 
Greenberg (2009) elaborates that it is the therapeutic relationship that 
supports a clients emotional processing through providing opportunity for 
exploring affect in a non-critical, safe environment. I try to utilise these 
principles by enduring to be fully present for the client and encourage shared 
emotional experience. To be fully present I believe it is necessary to use the 
‘self’ as an ‘instrument’ (Yalom, 2001, p. 40). I agree with Yalom that an 
important development in the ability to empathize, develop intimacy with a 
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client and facilitate emotional processing comes from the experience of being 
in personal therapy. It is important to have had experience processing of my 
own issues and it brings perspective to the experience of being a client. 
 
As a consequence of my Counselling Psychology training I have developed a 
conceptual and practical understanding of psychodynamic psychotherapy. 
Primarily, I utilise aspects of psychodynamic thinking implicitly to gain a 
deeper understanding of process issues by studying the transference 
relationship. Comprehending the transference relationship often brings 
understanding of powerful emotional reactions expressed by the client. I have 
had clients who endured critical male figures in childhood who subsequently 
developed negative core beliefs as a consequence of sustained criticism. 
Thus, I was keen to monitor my own CBT based interventions for perceived 
criticism which could trigger re-enactment of a pattern of relating by the client 
from the past, recreated in the present day with me as if I am the critical figure 
from the past (Hinshelwood, 1991). I believe reflecting on the transference 
relationship implicitly is essential to my practice even though it is CBT 
orientated. Otherwise heightened emotional reactions from a client at times 
may seem incomprehensible and coming out of nowhere. The necessity to 
remain reflective also applies to countertransference issues, as client 
responses can trigger my own personal issues and emotions which if not 
recognised and dealt by the therapist could potentially damage the 
therapeutic relationship and ultimately the client’s progress. Indeed, 
successful attendance to countertransference has empirically been found to 
influence better treatment outcomes (Goldfried et al., 1997).  
 
To summarise, my use of transference concepts is used implicitly to facilitate 
increased comprehension of the complexity of the therapeutic relationship 
which relates to the client’s presenting issues. I use transference concepts 
implicitly so as not to apply psychodynamic theory on top of CBT theory which 
would create a clash of theoretical frameworks. The humanistic and 
existential-humanistic concepts and techniques I have integrated within my 
CBT approach I have done so explicitly. I have integrated these elements 
from different approaches through the process of assimilation (Hollanders, 
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2003). Thus, the integrated skills and concepts are introduced to fit with my 
established framework whilst maintaining the credibility of my CBT approach. 
 
4.0   THE INFLUENCE OF LEARNING ON CLIENT CONCEPTUALISATION 
AND CLINICAL PRACTICE WHEN ADDRESSING COMPLEXITY 
 
My pluralist Counselling Psychology training has introduced me to 
psychodynamic psychotherapy, CBT and the various third wave CBT 
approaches. The advantages of pluralistic training are that I have learned to 
appreciate the value and ‘truth’ in more than one therapeutic approach 
(Hollanders, 2003, p. 280). This helps to conceptualize complex client 
presentations from alternative perspectives to enhance understanding. 
However, the assimilation of all this knowledge has created a tension of sorts, 
whereby I have to evaluate not only the options for what is my preferred 
modality of practice but what ethically and professionally speaking is best for 
specific clients. Again, this requires me to be reflective both as psychological 
assessor and practitioner to resolve this dilemma and make the best choice to 
facilitate the client’s needs.  
 
One means of resolving this tension comes through integration of new 
information within the existing framework. The function of integration has been 
to embellish and improve upon the range of skills, interventions offered by 
traditional CBT in efforts to increase the effectiveness of treatment through 
offering greater individualization. By establishing a more sophisticated and 
diverse tool kit of skills I can then creatively reflect upon which intervention 
best suits a client by addressing the complexity of presentation within the 
confines of a flexible CBT framework. 
 
Previously I have discussed how I have integrated skills and techniques in to 
my framework from approaches not directly affiliated with CBT. However, CBT 
is now absorbing techniques from third wave CBT approaches. This is of no 
surprise as CBT is not a pure approach itself, originally emerging from a 
combination of separate (yet compatible) cognitive and behaviour therapies. A 
recent CBT treatment protocol for problem drinking includes recyclical thinking 
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techniques (focusing on rumination, worry) for managing negative emotion 
(Spada, 2010). These skills have undoubted emerged from metacognitive 
theory (Wells, 2009) which have been adapted and incorporated within a CBT 
framework and treatment plan. Indeed, I have utilised Spada’s techniques in 
client work when I have deemed it appropriate and found them to be very 
useful. However, I incorporated these skills after I had been trained in 
metacognition theory so I had a firm conceptual understanding prior to 
integration. On another occasion, I believe I have inadvertently identified a 
client’s ‘social isolation trap’ which is a component of the psychotherapy file 
for cognitive analytic therapy (Ryle, 1995, p.48).  By graphically identifying the 
chain of self-perpetuating behaviours that consequentially confirmed my 
client’s isolation belief this provided a valuable realisation for both the client 
and myself. Therefore, I can appreciate the value of potentially integrating this 
technique in a more deliberate sense in the future after taking it to 
supervision.  
 
I believe that the gradual integration of new elements and skills is necessary 
for CBT to survive in the world of perpetual therapeutic advancement. I do not 
believe that it is useful to deliver traditional CBT in a rigid fashion and enjoy 
treatment success for a client population with differing and often complex 
presenting issues. Sander & Wills (2005) remind us that protocols for using 
cognitive models are often devised for the treatment of single psychological 
issues presented in isolation. However, it has been my experience that 
presenting difficulties are often part of a co-morbid assembly. With such 
complex client presentations arising in my placements I am forced to 
conceptualise increasingly individualised treatment plans, which is 
encouraged under the Counselling Psychology ethos and ultimately impacts 
upon my emerging identity as a practitioner. This is embellished with the 
integration of useful new techniques that I can reflect upon and creatively 
select the most appropriate interventions to advance treatment on an 
individual basis. Thus, individualisation is possible by utilising both ‘flexibility’ 
and ‘coherence of approach’ (Horton, 2000, p. 325).  
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However, I am careful not to integrate in an eclectic manner, adopting skills 
and ideas from approaches and incorporating them with abandon. I am not an 
eclectic practitioner. Sanders and Wills (2005) remind us that it is dangerous 
to believe that using techniques eclectically from specific approaches have the 
same impact and efficacy as if they were from used within their parental 
theoretical approach. I believe my pluralistic training and being able to 
appreciate multiple theoretical perspectives helps to keep this at the forefront 
of my mind. I realise there is no firm evidence base for my own integrated 
approach to CBT to validate its use. However, I advocate Cooper (2008) 
stating that a lack of evidence does not necessarily mean an approach is 
‘ineffective’, only that it has yet to be adequately researched (p. 46). 
Therefore, at every opportunity I aim to respect the CBT framework and I will 
not integrate new techniques or concepts that I believe compromise the 
grounding framework which again requires reflection. Therefore, I consider it 
essential to discuss the possibilities of integration in supervision prior to being 
introduced in practice.  
 
I have found that on some occasions clients either do not progress, or prove 
unsuited to CBT despite enduring efforts to individualise treatment to meet 
their specific requirements. This is partly influenced by placement pressure to 
adopt CBT as the default approach. Ultimately, I have to consider the 
limitations of CBT and the possibilities of alternative treatment options and/ or 
referring the client on. I have had experience of a complex client with 
substance misuse issues not fully believing the reasoning behind challenging 
thoughts and beliefs. He had relapsed sharply into depression during CBT 
treatment. By reflecting on the client’s progress and the difficulties occurring I 
was able to identify alternative treatment options. Eventually, the treatment 
that brought about sustained improvement in his depressive symptoms was 
mindfulness-based cognitive therapy (MBCT) (Crane, 2009). Having had more 
than three bouts of depression and with his marked tendency for experiential 
avoidance he very much met the treatment criteria for MBCT (NICE, 2009). 
He also held a firm interest in Buddhism which relates strongly to mindfulness. 
Therefore, through reflection MBCT proved to be the best fit for this client’s 
treatment. Although, the different theories behind CBT and MBCT meant that I 
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had to stop and change the modality of approach rather try to integrate 
approaches.  
 
Previously, using CBT I treated a client with a complex presentation involving 
alcohol misuse linked to depression and anger following multiple family 
bereavements. His depression and anger symptoms only marginally improved 
over 18 sessions and suffered three lapses back into alcohol misuse in this 
time. He showed evidence of much rigidity in his thinking and a general 
resistance towards change. On reflection, I believe this client may have 
benefited more from referral for acceptance and commitment therapy (Hayes, 
Strosahl & Wilson, 1999), known as ACT. The central focus of ACT is to 
encourage development of psychological flexibility which seemed very lacking 
with this client as he seemed much wrapped up in his own mind. He had a 
tendency towards rumination which along with alcohol misuse are both forms 
of experiential avoidance which can be targeted with ACT through acceptance 
interventions.  
 
Mindfulness interventions could aim to encourage him fully experience the 
pain of his emotions, not struggle with trying to avoid them. Cognitive defusion 
techniques for his persistent thoughts relating to perceived selfishness and 
wrongful expression of anger would try to shift his perception of such private 
events and change the function of such cognitions rather challenge the 
content as is the case in CBT. Also, he had very strong family values making 
him suited to ACT with its committed focus on pursuing value linked goals. 
Emphasizing the permanence of his values may have better helped him come 
to terms with his frequent alcohol lapses. Indeed recent research has found 
that ACT helps reduce perceived stigma for those suffering substance misuse 
issues (Luoma, Kohlenberg, Hayes, Bunting & Rye, 2008). In my experience 
those occasions when it is necessary to consider changing the treatment 
modality are rare, which gives credence to the general applicability and 
efficacy of CBT. 
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5.0   POSSIBILITIES FOR FUTURE DEVELOPMENT AND MAINTAINING 
INTEGRITY AS A COUNSELLING PSYCHOLOGIST 
 
My integration of techniques and concepts from third wave CBT and other 
approaches has happened slowly over time, and in parallel with my reading, 
professional training and practice. This is fitting with the suggestion that 
integration of elements from other approaches is ‘gradually and progressively 
assimilated’ (Horton, 2000, p. 324). Attachment theory (Bowlby, 1988) has 
been integrated implicitly to help enrich my CBT conceptualisation of early 
development experiences and ramifications for later life. I am currently 
considering integrating interventions for value directed goals from ACT 
(Hayes, Strosahl & Wilson, 1999), which I believe is related in some ways to 
establishing existential meaningfulness in life (Yalom, 1980). This could be 
interpreted as an example of overlapping concepts between models (Horton, 
2000) which pluralistic thinking helps to recognise. Indeed, the integration of 
existential elements is becoming more apparent now with third wave CBT 
approaches (Van Deurzen & Adams, 2011). However, I am considering 
further training in ACT which would provide the opportunity for me to develop 
(with adequate supervision) as a specialist ACT practitioner. This is partly due 
to my personal and professional appreciation of mindfulness techniques which 
I consider ACT to incorporate in a powerful and sophisticated way. 
 
I agree that with experience as a practitioner I will strive to develop a more 
personalised means of practice over time (Horton, 2000). With regular 
reflection on my practice I feel there is scope for further integration of 
techniques within my CBT approach as news skills and findings emerge on 
the horizon. In this respect it helps to maintain ‘a spirit of open enquiry’ 
(Connor, 2000, p. 293). Skovholt and Ronnestad (1995) claim that with 
accumulated experience as a practitioner a therapist will more and more 
utilise practical learning to navigate the course of treatment, with less strict 
adherence to theoretical constructs. I agree with this devised progression in 
the general sense although I am currently unwilling to compromise the 
security of the CBT framework as this may in turn compromise my integrity as 
a Counselling Psychologist. In therapy it has been said ‘integrity implies 
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wholeness, honesty, transparency and congruence’ (Connor, 2000, p. 303). 
Integrity may influence making sound clinical choices, such as integrating new 
skills that fit with my orientating framework, individualizing treatment, or 
accurate assessment of specific treatment needs such as referring to a 
specialist.  
 
I feel I have a professional duty to keep up to date with emerging empirical 
evidence for the general and specific disorders I treat and with the approach 
that I use. I consider that many of the third wave CBT approaches are 
relatively new and a good deal more empirical evidence is needed to support 
their efficacy as treatment options. In that respect they fall behind CBT as an 
empirically validated approach. However, Cooper (2008) points out that 
empirical evidence for CBT often excludes research participants that have co-
morbid issues which compromises generalisability. Therefore, as most of my 
clients have complex co-morbid presentations it seems unwise for me to fully 
validate the existing evidence base for CBT but instead remain curious about 
relevant emerging evidence that might set my mind at ease. 
 
Therefore, in tune with the Counselling Psychology ethos I aim to develop my 
scientific understanding of practice in tandem with greater fluency and 
sophistication of delivering therapy from an artistic perspective. I believe there 
will always be a tension that exists between these scientific and artistic 
components which will be mediated and resolved by my efforts to remain a 
reflective practitioner. I believe my philosophy of practice will develop over the 
years with the aim of gaining a progressively clearer understanding of what 
my personal identity is as a Counselling Psychologist.  
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1.0   ABSTRACT 
 
Irritable Bowel Syndrome (IBS) is a common functional bowel disorder thought 
to effect between 10-20% of the UK population. IBS places much demand on 
the NHS to fund and treat. It is twice as common for IBS to be found in women 
compared to men. IBS gender findings are limited. Little is known about how 
IBS is experienced by men. A qualitative approach examined in-depth 
subjective accounts of six men who had IBS via semi-structured interviews. 
Interviews were analysed using Interpretative Phenomenological Analysis 
(IPA). Findings were interpreted against existing IBS research and literature 
and using a biopsychosocial framework. 
 
Participants experienced IBS as psychologically debilitating which often 
restricted activities, threatened relational identities and was isolating. Enduring 
experience of IBS seemed to compromise sense of self, constructs of 
masculinity and could foster despondency and helplessness with IBS. IBS 
symptoms frequently seemed unpredictable and illogical to cope with. 
Participants often conveyed ambivalence about seeking help for IBS. Many 
participants struggled to get their needs recognised and met in treatment with 
health professionals. Men had difficulties comprehending the ambiguities of 
IBS and need to accept and adapt to IBS. Disclosing IBS to others presented 
risk for incurring poor understanding, stigma and shame. 
 
Counselling psychologists could adapt therapeutic styles to build containing, 
collaborative relationships that better engage men in treatment. Therapeutic 
interventions could be adapted to better empower men and more adequately 
respond to their needs with IBS. Subjective differences in IBS presentation 
and experience implied need to individualise therapeutic treatments. 
Counselling Psychologists could help men accept the given aspects of IBS 
and nurture awareness of management responsibilities and abilities to 
influence IBS. Therapeutic efforts could challenge any stigma or shame about 
having IBS. Counselling Psychologists could facilitate efforts to maintain a 
valued sense of self and promote psychological well-being rather than 
specifically seeking a cure. 
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2.0   PERSONAL REFLEXIVE STATEMENT 
 
Counselling psychology is interested in the phenomenological study of 
subjective human experiences and understandings. My research project 
adopts Interpretative Phenomenological Analysis (IPA) which is a type of 
phenomenological enquiry. I will be openly examining the subjective qualities 
of lived experiences, perceptions and meaning-making of males with IBS.  
 
An important assumption with IPA is that the researcher can never relate 
directly to a research participant’s experiences and subjective meanings 
(Willig, 2008). The researcher will always be interpreting the participant’s 
experiences from the researcher’s own perspective. Therefore, as a 
researcher my own personal influence when deciphering participants’ 
experiences needs to be reflexively embraced. I need to remain open-minded 
and reflexive as I am actively involved in designing, analysing and discussing 
findings in the course of conducting research. As a researcher I will have my 
own assumptions and biases which may differ from that of my research 
participants. Therefore, it is important that I bracket my presuppositions 
throughout this study, particularly as the participant sample share similar 
demographics to me. There is risk of being lulled into the comfortable notion 
that I share experiences with the participant sample. I might have certain 
investments in what they say because the findings could have potential 
implications for me.  
 
I have had IBS for ten years. My experience with IBS has brought to light 
several assumptions and biases I have formed about the condition which are 
worth noting. My experience is that IBS is frustrating and can lead to feelings 
of discomfort and fatigue. I perceive that IBS is preventing me living a full and 
normal life. I believe IBS has in the past restricted engagement with social 
activities. Sometimes symptoms seem uncontrollable and my ability to self-
regulate and manage symptoms seems compromised. When my IBS 
symptoms are bad this can result in feelings of unhappiness. I believe IBS 
might result from a dysfunctional brain-gut connection which influences how I 
perceive IBS symptoms. IBS might be influenced by how I think and I have a 
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tendency to worry about my symptoms currently and concerning the future. I 
believe it is possible to get rid of IBS but I have not achieved this yet. Also, I 
do believe that a sufferer can manage their symptoms to achieve degrees of 
symptom relief.  
 
My experience is that most health professionals struggled to fully appreciate 
the debilitating impact IBS has had on me (both physically and 
psychologically). I never received much empathy from my GP/ 
gastroenterologist before or after receiving my IBS diagnosis and I believe 
they lacked confidence outlining a treatment plan. My experience is that most 
friends and family do not seem to understand IBS and have struggled to find 
ways to offer support. I have felt at times that I have to endure my condition 
alone. 
 
My mother has been a long-term IBS sufferer and I suspect I may have been 
genetically predisposed to develop the condition. I believe I developed IBS 
over a period of years during a time of difficulties at work and related 
interpersonal problems. I have sought out different methods of therapeutic 
help for IBS. Psychoanalytic, existential and integrative counselling have 
failed to provide significant relief. However, I found hypnotherapy to provide 
short-term relief. 
 
I need to reflect on my reality with IBS and the ramifications this has for 
carrying out this study. In conducting a review of the literature I will need to 
bracket my personal assumptions and biases for the purposes of maintaining 
a neutral attitude towards the literature but also remain reflexive in recording 
my perceptions and responses to the literature. Taking a critically reflective 
stance I will be interested in research that has close relevance to my own 
study for the purposes of contextualisation. I aim to identify important aspects 
existing research has failed to address and promote a rationale for my study’s 
exploratory emphasis for what we do not yet know. 
 
I must be careful to ensure that my interview schedule consists of open 
questions, non-leading and free from bias. During interviews I must be aware 
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of potential counter-transference and that participant answers about their 
experiences may relate to my own experiences and may trigger particular 
reactions from me. I need to be able to hear their accounts of experience 
without my expectations framing what I expect or want to hear. My 
assumptions and biases could potentially direct the focus or prompting of 
questioning or my body language could communicate reactions to the client.  
 
I will read my personal reflexive statement prior to each interview to remind 
me of my presuppositions which will hopefully protect against personal bias 
influencing the interview process. I will also record my thoughts and feelings 
after each interview in a journal which endorses reflexive engagement with the 
research process (Lee, 2009). Further presuppositions could emerge once the 
interview process has commenced which will require bracketing in subsequent 
interviews.  
 
Analysis involves a double hermeneutic in how I consider how participants are 
thinking about their experiences. It is important within IPA to acknowledge 
researcher subjectivity and personal presuppositions because reflexive 
engagement with the data forms an inevitable part of the findings. Hence, 
more so than other sections of this research study the analysis will be a 
combined product of participant and analyst influences (Smith, Flowers & 
Larkin, 2009). A reflexive stance will follow in the discussion of the findings. 
To encourage reflexivity I will endeavour to record my perceptions and ideas 
about the research in a journal throughout the course of the study.  
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3.0   INTRODUCTION 
 
3.1   Overview 
 
Irritable Bowel Syndrome (IBS) is a chronic functional gastrointestinal disorder 
characterised by abdominal pain and altered bowel habit (Blanchard, 2001; 
Camilleri & Choi, 1997). IBS is the most common form of functional 
gastrointestinal disorder (Chang, 2004). IBS can be a relapsing and enduring 
condition (Spiller et al., 2007). IBS is thought to affect between 10-22% of the 
UK general population (Hellier, Sanderson, Morris, Elias & De Caestecker, 
2006). However, approximately 50% of individuals in the UK who experience 
IBS symptoms do not seek medical attention and may remain undiagnosed 
(Spiller et al., 2007). IBS has been found to be socially restrictive and to 
compromise sex life, sleep, diet, and quality of life; it can result in sick days 
from work (Luscombe, 2000). 
  
Physical symptoms of IBS range from abdominal bloating and pain to 
abnormalities in gut motility (Toner, Segal, Emmott & Myran, 2000). In 
contrast, individuals without IBS will experience normal, measured 
contractions of the gut so that food moves through the gut in a regular fashion 
free of discomfort. For individuals with IBS who have diarrhoea-predominant 
symptoms there is most likely enhanced motility (hypermotility) or too many 
gut contractions, moving food through the gut more urgently than normal 
(Lackner, 2005). The opposite may be true for those with constipation-
predominant symptoms who experience too few contractions of the gut 
(hypomotility) and gut movements are slower than normal.  
 
The majority of individuals with IBS that do seek professional help will be 
treated in primary care settings (National Institute for Health and Care 
Excellence [NICE], 2008). NICE is an independent body providing evidence-
based guidelines for health professionals and others to ensure quality of 
patient healthcare and social care services. National Health Service (NHS) 
primary care treatment for IBS is believed to cost in excess of £200 million 
annually (Akehurst et al., 2002). The non-patient prevalence of IBS is twice as 
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high in women compared with men, with the gender ratio widening in 
healthcare settings (Blanchard, Keefer, Galovski, Taylor & Turner, 2001; 
Toner, Segal, Emmott & Myran, 2000). There is little research about how IBS 
specifically affects men.  
 
IBS is a poorly understood condition with no known cause or definite cure 
(Blanchard, 2005). However, genetic predisposition, childhood learning, 
critical events and individual beliefs are all considered to influence 
development of IBS (Crane & Martin, 2003). IBS may occur following physical 
illness or injury (Neal, Hebden & Spiller, 1997; Spence & Moss-Morris, 2007) 
and has been associated with past physical and/ or sexual abuse (Drossman, 
1995; Talley, Fett, Zinsmeister & Melton, 1994). Dancey, Taghavi and Fox 
(1998) found evidence that stress can result in worsening GI symptoms for 
individuals with IBS during the following week. Later Blanchard et al. (2008) 
suggested stress does not explicitly cause change in GI symptoms but rather 
the relationship is more reciprocal. 
 
Of the population of IBS patients in NHS primary care, 15-20% have a co-
existing psychological diagnosis (NICE, 2008). Anxiety is commonly co-
morbid with IBS (Blanchard, 2001; Lydiard, 1992). It has been debated 
whether IBS is causal, consequential or co-occurs with psychological 
problems (Toner, Segal, Emmott & Myran, 2000). Sykes, Blanchard, Lackner, 
Keefer and Krasner (2003) found evidence that anxiety issues occurred in 
individuals prior to developing IBS and suggested enduring IBS can increase 
vulnerability to suffering depression. However, Muscatello et al. (2010) found 
evidence that emotional symptoms (in depression, anger, anxiety) are integral 
to IBS but not causal. IBS patients may also be referred to NHS secondary 
care (usually gastroenterology units) when ‘red flag’ symptoms (e.g., rectal 
bleeding, anaemia) arise that potentially belong to other conditions and 
require investigation.  
 
People with IBS can also access help and information through charities such 
as ‘CORE’ and the ‘IBS Network’. Online information and advice is available 
through the website ‘IBS-relief.co.uk’. Internet forums for posing questions/ 
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accessing support from other people with IBS are available at ‘medhelp.org’ 
and through the ‘IBS Facebook group’. 
 
Existing research has shown hypnotherapy, psychodynamic psychotherapy, 
cognitive and behavioural therapies all have some success treating IBS 
(Blanchard, 2005; NICE, 2008). However, while there have been 
developments in the pathophysiological understanding of IBS more progress 
is needed to realise convincing treatment solutions (Horwitz & Fisher, 2001). 
Our understanding of IBS is still in infancy and there is more to learn about 
this complex condition. 
 
The majority of psychological research into IBS stems from health and clinical 
psychology disciplines. There is currently little practical involvement of 
Counselling Psychologists working with individuals who have IBS. However, 
Counselling Psychologists do have experience of working with clients with 
chronic conditions such as Human Immunodeficiency Virus [HIV] (Bor, 1993; 
Harris & Larsen, 2008), Chronic Fatigue Syndrome (Dayes, 2011; 
Stalmeisters, 2012) and Chronic Pain (Hession, 2010). Similar to treating 
these chronic conditions, Counselling Psychologists could help individuals 
with IBS to better accept life with IBS and not solely focus on achieving a cure 
(Hessian, 2010; Papadopolous & Bor, 1995). Counselling Psychologists could 
help IBS clients to discover the meaning their condition holds for them, 
improve management of IBS and collaboratively work towards empowering 
individuals with IBS and enhancing their sense of well-being (Cooper, 2009; 
Hession, 2010).  
 
Counselling Psychologists can work independently, or as part of multi-
disciplinary teams as is often the case in NHS primary care (Corney, 2003; 
Hessian, 2010; Papadopoulos & Bor, 1995). Counselling Psychologists could 
work this way with IBS clients in primary care and perhaps also in consultation 
with other health professional disciplines to enhance communication and 
client care in secondary care settings. Counselling Psychologists could also 
work in consultation with IBS charities and online organisations (previously 
mentioned) and perhaps enhance awareness about treating IBS through 
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liaison with providers of general psychological therapy services (e.g. Mind) 
where IBS clients could be referred/ or self-refer.   
 
The literature review will initially focus on defining IBS and the importance of 
the biopsychosocial model as a framework for comprehending the condition. 
This will be followed with a discussion of relevant IBS research from a 
cognitive-behavioural and psychosocial focus which has helped further 
enhance how we conceptualise IBS and reveals the diversity of the condition. 
A review of three primary psychological therapy approaches used in treating 
IBS and their general protocols and efficacy will follow. This will help expose 
how well current understandings about IBS translate to effective therapeutic 
approaches.  
 
The literature review will then consider patient perceptions of treatment issues 
and experiences associated with IBS. This is valuable for developing deeper 
individual understandings of psychological IBS treatments, how they relate to 
treatment effectiveness and the implications for Counselling Psychologists. As 
the literature review becomes more specific it will highlight the usefulness of 
relevant gender-related research. This will help identify the lack of knowledge 
we have about men with IBS and their vulnerability in therapeutic 
environments. Finally, a discussion of the contextual ramifications of the 
reviewed studies for the improved practice of Counselling Psychologists will 
be provided along with a clear rationale for conducting this study. 
 
 
3.2   Understanding IBS and individuals with IBS 
 
3.2.1   Diagnosis 
 
IBS diagnosis is based on exclusion once other organic bowel conditions have 
been medically ruled out (Blanchard, 2001). Various systems have evolved 
over the past 35 years to diagnose IBS; Manning (Manning, Thompson, 
Heaton & Morris, 1978), Rome I (Thompson et al., 1992); Rome II (Drossman, 
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Corazziari, Talley, Thompson & Whitehead, 2000); Rome III (Drossman, 
2006). Rome II criteria are most commonly used in practice and research.  
 
Rome II criteria for diagnosis considers that over the preceding twelve months 
an individual is required to have had twelve weeks (not necessarily 
consecutive) of abdominal pain or discomfort accompanied by at least two of 
the following criteria: (a) relief achieved after defecation; (b) onset associated 
with alteration in stool frequency and or/ consistency (such as diarrhoea or 
constipation); (c) onset associated with alteration in form or appearance of 
stool (ranging from watery to compacted). Supportive symptoms for IBS are: 
(1) fewer than three bowel movements per week; (2) more than three bowel 
movements per day; (3) hard or lumpy stools; (4) loose or watery stools; (5) 
straining during bowel movement; (6) urgent bowel movement; (7) feeling of 
incomplete evacuation; (8) passage of mucus (during bowel movement); (9) 
abdominal fullness, bloating, or swelling. 
 
The diagnosis process is further complicated by symptom overlap between 
IBS and other functional gastrointestinal disorders (Alpers, 2008). IBS is often 
co-morbid with psychological issues (Blanchard, 2001). IBS sufferers can also 
report non-colonic co-morbidities (e.g., headaches, back pain) which fall 
outside Rome diagnostic criteria (Riedl et al., 2008). However, NICE 
guidelines (2008) acknowledge non-colonic symptoms can function to support 
IBS diagnosis. IBS diagnostic systems currently do not address psychological 
aspects often associated with IBS. 
 
3.2.2   Biopsychosocial understanding of IBS  
 
IBS as a form of functional bowel disorder can be understood from the 
perspective of an empirically supported biopsychosocial model (Drossman, 
1996). A biopsychosocial model conceptualises human illness as a combined 
product of biological, psychological and social factors rather than solely 
biological as in a biomedical model (Engel, 1977). The gastrointestinal (GI) 
symptoms that arise in IBS can be comprehended using biopsychosocial 
understanding (Lackner, 2005). It is the complex interplay of biopsychosocial 
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factors, rather than the influence of isolated factors that contributes to the 
development and subsequent maintenance of IBS (Toner, Segal, Emmott & 
Myran, 2000). Thus, IBS is conceptualised as a functional disorder, but not a 
form of organic disease (Drossman et al., 1999). This is important as an 
organic cause for IBS has not been identified. 
 
IBS symptoms emerge due to disruptive movements of the GI tract which it is 
believed derives from dysregulations in the interaction between the enteric 
nervous system (ENS) and the central nervous system (CNS) (Lackner, 2005; 
Toner, Segal, Emmott & Myran, 2000). The ENS and the CNS are ‘neural 
structures’ that together comprise the ‘brain-gut axis’ that work together to 
control the function of the gut (Lackner, 2005, p. 126).   
 
For people with IBS the normal gut function is regularly disrupted due to poor 
interaction between the ENS and CNS (Lackner, 2005). The CNS perceives 
movements in the GI tract as painful at times for people with IBS due to 
visceral hypersensitivity (Drossman, 1996). Drossman defines visceral 
hypersensitivity as ‘the exaggerated experience of pain in response to mildly 
painful or even normal visceral stimuli’ (p. 5). Gut motility and visceral 
sensitivity are reflex behaviours governed by the ENS (Lackner, 2005). Also, 
people with IBS are considered to have lower thresholds for GI pain 
perception compared with people who do not have IBS (Toner, Segal, Emmott 
& Myran, 2000). See Musial et al. (2008) for an extensive psychophysiological 
explanation of visceral pain in IBS. 
 
From a biopsychosocial understanding the multiple influencing factors are 
believed to contribute to the diversity of symptoms that can emerge with IBS 
(Toner, Segal, Emmott & Myran, 2000). Disruptions in gut motility occur 
mainly in the small and large intestine. However, there are no defined 
dysregulatory patterns of gut motility in IBS, which adds to complexity. People 
with IBS can have either predominantly diarrhoea- or constipation-related 
symptoms or indeed have a combination of both. It is this variation of IBS 
symptoms that has led to classification of sub-types of IBS: diarrhoea-
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predominant, constipation-predominant, or alternating (Thompson et al., 
1999).  
 
3.2.3   Cognitive and coping aspects of IBS 
 
The emergence of the biopsychosocial model as a means for conceptualising 
IBS has precipitated much cognitive and behaviour orientated research. By 
reviewing this research we are better able to recognise how biopsychosocial 
understanding of IBS has advanced along with development of coping skills 
for managing this complex condition. 
 
Research on cognitive factors, beliefs and attitudes associated with IBS have 
produced varying findings. Lackner et al. (2005) carried out a cross-sectional 
study (n=281) examining the relationship between dysfunctional attitudes that 
individuals held about IBS and the emotional component of pain. Measures 
were taken for pain, dysfunctional attitudes and psychopathology and findings 
correlated. Findings revealed that a significant quantity of IBS participants 
held attitudes and beliefs that indicated a tendency for negative thinking that 
likely precipitated IBS symptoms in response to stressful situations. These 
dysfunctional attitudes were said to have an interpersonal emphasis 
incorporated within social appraisal beliefs (need for approval, perfectionism). 
These beliefs were found to predict the emotional unpleasantness of pain. 
However, this study is limited in that it used correlational data and thus cannot 
explicitly infer a causal relationship between dysfunctional attitudes and GI 
pain. The researchers proposed that modifying beliefs may bring reduction in 
IBS symptoms, particularly pain. Engaging with values and beliefs is approved 
Counselling Psychology practice (Division of Counselling Psychology, 2005) 
and in this context may bring about physiological and psychological relief for 
individuals with IBS from a cognitive-behavioural therapy perspective. 
 
In terms of coping, individuals with IBS tend to have less capacity to manage 
GI difficulties and exhibit more psychological distress compared to non-IBS 
sufferers (Drossman et al., 1988). Individuals with IBS often exhibit 
dysfunctional coping methods when trying to manage their condition 
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(Salkovskis, 1989). Salkovskis, basing his views upon clinical experience, 
highlighted that people with IBS often tried to avoid perceived consequences 
and embarrassment following thoughts of feared loss of control of their bowels 
(fear of catastrophe). Individuals with IBS then attribute successfully 
preventing disaster to their efforts of avoidance which helps maintain IBS in 
the long-term. Indeed, individuals with IBS were found to have elevated levels 
of experiential avoidance for physical sensations, thoughts and emotions 
(Drews & Hazlett-Stevens, 2008).   
 
Worry and catastrophising are cognitive concepts relevant to IBS. Worry is 
defined as a succession of negative thoughts linked with affect directed 
towards the goal of problem solving (Borkovec et al., 1983). Catastrophising is 
defined as tendency to attribute the worst possible outcome to a situation and 
exaggerating the likelihood of this happening (Wells, 1997). Lackner and 
Quigley (2004) carried out a study (n=186) that examined whether pain 
catastrophising mediates the relationship between worry and pain suffering in 
IBS patients. Questionnaires were used to measure pain perception, anxiety, 
pain catastrophising, somatic complaints and GI symptom severity. Mediation 
analyses discovered that IBS patients who worry frequently also engage in 
more catastrophising which in turn intensifies the suffering aspect of pain. 
They proposed that worry emerges following the activation of threat-related 
beliefs. However, the researchers admit their participant sample contained 
many individuals with severe IBS for whom catastrophising tendencies may 
be more understandable and perhaps is not representative of the wider 
population. 
 
Keefer et al. (2005) also examined the concept of worry with an additional 
focus on intolerance of uncertainty for individuals with IBS in a randomised 
controlled trial (RCT). Forty-six participants were categorised by the three IBS 
sub-types (diarrhoea-predominant, constipation-predominant, or alternating). 
Participants completed the Penn State Worry Questionnaire (Meyer et al., 
1990), Intolerance of Uncertainty questionnaire (Freeston et al., 1994), and 
the State Trait Anxiety Inventory (Spielberger et al., 1983) and participants 
also kept symptom diaries.  
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Findings revealed that participants with IBS exhibited significantly higher 
intolerance of uncertainty compared with the control group. Worry was found 
to predict severity of GI symptoms. The researchers suggested that worry 
facilitates possible precipitation and perpetuation of IBS. These findings 
alongside those of Lackner and Quigley (2004) extend our knowledge 
particularly of the cognitive mechanisms and individual biases that function to 
nurture IBS symptoms and influence coping. From a Counselling Psychology 
perspective this helps expose diversity of IBS which has relevance for 
developing individualised treatment plans. However, this was only a 
preliminary study and further supportive research is needed. Also, the 
researchers used correlation analysis which prevented identification of direct 
causal relationships between factors.  
 
3.2.4   Psychosocial research on IBS 
 
Some research has focused more attention on exploring the psychosocial 
aspects of IBS. Interpersonal difficulties have been associated with pain 
catastrophising (Lacker & Gurtman, 2004). In an enlightening study Lackner 
and Gurtman (2005) conducted an analysis of patterns of interpersonal 
problems for people with and without IBS (n=233). They used self-report 
questionnaires, including: (i) an inventory of interpersonal problems and; (ii) a 
brief symptom inventory.  
 
Findings showed that more interpersonal problems existed for individuals with 
IBS compared with a healthy control group. IBS participants exhibited 
significant tendency to be unassertive and socially inhibited (anxious, easily 
embarrassed). Those participants with more severe IBS experienced more 
interpersonal difficulty in their lives. Also, individuals with diarrhoea-
predominant IBS were found to be more affiliating and eager to please others. 
The general submissive profile of individuals with IBS it was speculated 
derived from either shortcomings in assertion skills or an impaired ability to 
action these skills. Again, findings are limited through using correlational data 
which prevents confirmation of direct causal relationships. These personality 
profile findings may prove useful for Counselling Psychologists to incorporate 
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when assessing people with IBS to focus interventions on a more specific and 
subjective basis.  
 
Toner, Segal, Emmott and Myran (2000) suggest individuals with IBS perceive 
the general populace to hold negative attitudes about IBS, and offer poor 
understanding and empathy which contributes to stigma. Stigma and 
potentially trivialising IBS as a mere functional condition, or being ‘medically 
unexplained’ is believed to inhibit help seeking behaviours to manage IBS 
(Looper & Kirmayer, 2004, p. 372).   
 
Perceived stigma for individuals with IBS has been defined as ‘the shame 
someone feels when they have certain attributes or conditions which they 
perceive to be shameful or unacceptable’ (Dancey & Rutter, 2005, p. 124). 
Dancey and Rutter suggested that people with IBS fear the negative 
discriminatory attitudes of others. Individuals with IBS over time may then 
internalise stigma and attribute similar negative attitudes towards themselves 
and feel ashamed for having IBS. Internalised stigma and perceptions of 
shame are believed to contribute to compromised engagement in social 
activities and quality of life. Internalised stigma has been found to contribute to 
depression and anxiety (Taft, Riehl, Dowjotas & Keefer, 2014). 
 
Dancey, Hutton-Young, Moye and Devins (2002) in a quantitative study 
(n=117) examined the perceptions of stigma, illness intrusiveness and quality 
of life (QOL) in men and women with IBS. IBS symptoms, perceived stigma, 
illness intrusiveness and quality of life were measured by self-report 
questionnaires and data was correlated. This study emphasised the social 
consequences of enduring IBS in relation to the concept of illness 
intrusiveness. Illness intrusiveness can be defined as the degree to which 
illness/ or treatment thereof compromises engagement with valued activities/ 
interests and impinges on good psychological health (Devins et al., 1993). 
Results showed that IBS symptom severity, perceived stigma and illness 
intrusiveness report similar magnitudes regardless of gender.  
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QOL was found to decrease more drastically for men in the presence of IBS 
compared with women. Men recognised higher levels of personal stigma 
associated with poor QOL. Illness intrusiveness proved to be a more 
mediating factor for men in the relationship between symptom severity and 
QOL. It was suggested that men might possess fewer skills to cope with 
lifestyle disruption or experience more distress associated with the personal 
disruptions and feelings of stigma of suffering from an ‘unacceptable illness’ 
(p. 393). It was suggested QOL in men might be defined to a greater extent by 
their value placed on personal freedom. Women were found to suffer more 
from physical IBS symptoms and it was suggested symptom relief could be 
sought through using medications. Thus, psychological therapies could focus 
more specifically on addressing male vulnerabilities to IBS stigma/ associated 
shame and lifestyle disruption.  
 
Dancey, Hutton-Young, Moye and Devins (2002) suggested education 
programmes could provide male IBS sufferers with information on how IBS 
can be experienced by men and help counter feelings of bowel disorder 
stigma. The researchers suggested both men and women should be 
encouraged to engage in social activities and interests to maintain good QOL. 
This study identified important gender differences in how males and females 
are experiencing and coping with IBS. Perhaps further psychosocially-
orientated research can improve gender-related knowledge and elucidate how 
IBS manifests in social contexts, and ultimately gender differences may inform 
psychological treatment of IBS.  
 
The reviewed research has expanded our biopsychosocial understanding of 
IBS particularly highlighting the complexity of multi-factor interplay and 
exposed the diversity of IBS symptoms and coping behaviours. Ultimately, 
these findings have ramifications for Counselling Psychologists working with 
individuals with IBS and efforts to individualise therapeutic treatment.     
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3.3   Interventions for IBS 
 
Efforts have been made to define IBS, to understand the condition and how it 
manifests. However, considering contemporary knowledge, how is IBS treated 
and how effective is treatment? NICE guidelines (2008) for treating adults with 
IBS propose that psychological interventions for IBS should follow if 
symptoms persist and have not responded well to pharmacological 
interventions after 12 months. Guidelines recommend that pharmacological 
interventions should only be introduced after efforts by health professionals to 
reduce IBS symptoms by dietary (e.g., identifying food intolerances, reducing 
coffee/ alcohol, modifying fibre intake) and lifestyle interventions (e.g., 
increasing physical activity) have not brought relief. Medications can range 
from antispasmodics (for gastrointestinal spasms), antidepressants (for 
analgesic effect), to laxatives (for constipation). However, it has been argued 
that medications are aimed more at alleviation of IBS symptoms rather than a 
cure (Lacy & Lee, 2005) and are not effective for everyone with IBS (Brandt et 
al., 2002).  
 
If IBS persists despite medical help then treatment efforts shift towards 
inventions to address any psychological issues which may be contributing to 
IBS. The psychological therapies that NICE guidelines (2008) support are 
cognitive-behavioural therapy (CBT), hypnotherapy, and brief psychodynamic 
therapy. What follows is a brief critical review of the literature pertaining to 
these three IBS treatments, outlining the salient aspects of each approach.  
 
3.3.1   Cognitive and behavioural therapies  
 
Cognitive-behavioural therapy (CBT) is one of several approaches falling 
under the umbrella term cognitive and behavioural therapies. Blanchard 
(2001) succinctly describes the general focus of the cognitive and behavioural 
approaches to treating IBS as attempts to alter thoughts and/ or behaviours 
about IBS in collaboration with the client. Toner, Segal, Emmott and Myran 
(2000) summarise their CBT treatment protocol as having three main 
objectives: (1) to encourage the re-conceptualisation of a client’s view of IBS, 
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shifting the perception from one of helplessness to that of hopefulness and 
resourcefulness; (2) to develop awareness of the relationships between 
thoughts, feelings, behaviours, surrounding environments and IBS symptoms;  
and (3) to encourage the development of more adaptive means of coping with 
IBS with the aim of encouraging quality of life.   
 
Early studies provided efficacious findings for using CBT with IBS (Bennett & 
Wilkinson, 1985; Neff & Blanchard, 1987). However, it was Greene and 
Blanchard (1994) who achieved some of the strongest results (n=20). They 
took a simple approach to study design comparing the impact of, more 
specifically, cognitive therapy for IBS (over ten sessions) with a symptom-
monitoring control group. Women constituted 75% of the sample. Therapy 
focused on raising awareness of the connections between cognitions, GI 
symptoms and stressful situations. Treatment then progressed to developing 
more adaptive responses to perceived threat and ultimately modification of 
problematic beliefs.  
 
This study produced impressive results, with 80% of participants in the 
cognitive therapy group improving their IBS symptoms (measured by 
Composite Primary Symptom Reduction scores) compared to 10% in the 
control group. The Beck Depression Inventory (Beck, Steer & Garbin, 1988) 
scores improved but state and trait anxiety measures did not. Follow up after 
three months revealed that 77% of the cognitive therapy participants 
sustained their improvements. Payne and Blanchard (1995) conducted what 
was essentially a replication study (n=34) of Greene and Blanchard (1994) 
with the addition of an extra psycho-education condition and achieved similar 
results, with 75% of the therapy group achieving significant symptom 
improvement and 83% sustaining improvement at three month follow-up. 
Thus, strong evidence for using cognitive therapy emerged in these studies 
rather than strictly CBT, albeit using small study samples.  
 
Moss-Morris, McAlpine, Didsbury and Spence (2010) conducted an RCT 
(n=64) examining whether CBT self-management interventions were more 
effective compared with treatment as usual (TAU). The treatment condition 
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took place weekly (over seven weeks) and included one hour-long face-to-
face therapy session at the beginning and two one-hour telephone sessions 
with a therapist. The CBT self-management material included IBS psycho-
education, coping skills for IBS symptoms and managing cognitions, 
addressing perfectionist beliefs, regular activity engagement and 
relaxation/stress management.  
 
The researchers found a significant difference between treatment conditions, 
with 76.7% of participants in the CBT group experiencing significant reduction 
in GI symptoms compared with 21.2% TAU. Improvements were sustained at 
three and six month follow-up which the researchers attributed to continued 
application of learning and coping skills post-treatment. However, depression 
measures remained unchanged in the treatment condition although anxiety 
measures were significantly reduced at six months follow-up measured by the 
Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983). This self-
management study provides preliminary evidence that a more self-managed, 
client-driven treatment package can be efficacious and provides an alternative 
option to individual therapy. 
 
Some studies have assessed the efficacy of delivering group CBT (see, for 
example, Van Dulmen et al., 1996; Toner et al., 1998). A review found CBT 
studies on the whole failed to exhibit consistent strong findings with 
‘substantial methodological flaws’ that compromised interpretations of 
outcomes (Toner, Segal, Emmott & Myran, 2000, p. 12). The empirical 
evidence for using CBT to treat IBS is mixed despite the high prevalence of 
randomised controlled trials (Blanchard, 2001, 2005). Blanchard (2005) 
reviewing CBT studies concluded that CBT is more beneficial than standard 
medical treatment and mere symptom monitoring but not always better than 
psycho-education treatment. 
 
Recent studies found preliminary success delivering brief internet CBT (Hunt, 
Moshier & Milonova, 2009), third-wave CBT approaches such as Mindfulness 
(Garland, Gaylord, Palsson, Faurot, Mann & Whitehead, 2012; Ljotsson, 
Andreewitch, Hedman, Ruck & Andersson, 2010) and Acceptance and 
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Commitment Therapy (Naliboff, Frese & Rapgay, 2008). However, further 
evidence is needed because the number of studies is insufficient to draw 
strong conclusions in support of using these IBS treatment approaches. 
 
3.3.2   Hypnotherapy 
 
Whorwell, Prior and Faragher (1984) conducted the first major RCT (n=30) of 
hypnotherapy for the treatment of IBS. Their treatment protocol subsequently 
became widely adopted by other hypnotherapy researchers/ practitioners. 
Their approach initially focuses on delivering general hypnotherapy skills to 
achieve a state of relaxation and calmness. Treatment then moves towards 
attending to gut movements and developing skills to achieve more normal gut 
motility with less distressing symptoms. Finally, treatment concludes with 
interventions directed towards ego strengthening.  
 
This study found that over three months all participants in the hypnotherapy 
condition compared to a control condition enjoyed substantial improvement in 
all measured IBS symptoms including improvement in regular bowel habit, 
maintained at three month follow-up. Galovski and Blanchard (1999) 
attempted a replication study (n=33). Their results were almost as good with 
55% of hypnotherapy participants experiencing improved symptoms (by at 
least 50%) after treatment. However, both studies could be accused of using 
small sample sizes, which makes it difficult to generalise findings.  
 
Gholamrezaei, Ardestani and Emani (2006) conducted a systematic review of 
hypnotherapy research and found that despite regular methodological errors, 
hypnotherapy on the whole proved very efficacious at treating refractory IBS. 
However, the researchers suggested more RCTs were needed to confirm this. 
Findings showed hypnotherapy was useful for developing control over gut 
motility, reduction in gastrointestinal pain and sensitivity, reduced arousal and 
reduced psychological trait tendency for somatisisation. The researchers 
suggested hypnotherapy may also help reduce anxiety and depression in IBS 
patients as a consequence of treatment, an opinion also advocated by 
Whorwell (2008).  
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The exact mechanism for inducing change for individuals with IBS using 
hypnotherapy is unclear (Whorwell, 2008). Also, Whorwell approximated that 
only 70% of people are hypnotisable. Indeed it has been found that females 
and younger people are more susceptible to hypnotisation (Heap & Aravind, 
2002). This may indicate that males are at a disadvantage with hypnotherapy. 
However, these studies on the whole present impressive findings supporting 
use of hypnotherapy as a treatment option.  
 
3.3.3   Brief psychodynamic psychotherapy 
 
A psychodynamic approach aims to help clients make sense of thoughts and 
feelings in present day experiences through efforts to make the unconscious 
conscious (Jacobs, 2004). Jacobs states this approach aims to enhance 
understanding about how clients actually, or wish to relate to others and 
comprehend how individuals relate to themselves. Guthrie et al. (1999) 
suggests a psychodynamic approach to IBS commences with a discussion of 
GI symptoms and connected emotions and how they impact upon 
interpersonal relationships. Information is gleaned from dialogue and through 
therapeutic interpretations. Efforts then explore and encourage change of 
client’s beliefs, shifting negative perceptions about IBS to more hopeful ones.   
 
Svetlund, Sjodin, Ottoson and Dotevall (1983) in a large, early RCT compared 
brief psychodynamic psychotherapy (ten sessions) along with medical care 
(n=50) to medical care alone (n=51). Medical care utilised dietary 
supplements and/ or drugs where appropriate. Psychotherapy treatment 
aimed at ‘modifying maladaptive behaviours and finding new solutions to 
problems. The focus was on means of coping with stress and emotions and 
on relations between stressful life events and abdominal symptoms’ (p. 589). 
The researchers stated their therapeutic approach was ‘flexible’ in that it 
focused on both psycho-educational components (linking stress to IBS 
symptoms) and exploring potential resolutions to specific ‘conflicts’ (p. 591). 
Outcomes were assessed by physician interviews (targeting GI symptoms) 
and also by participant self-report.  
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Significant improvement was found for the psychotherapy treatment condition 
relating to abdominal pain and reduction in the number of GI symptoms. 
These improvements were maintained at 12-month follow-up with the addition 
of improved bowel function. There was also improvement in anxiety and 
depression symptoms at follow up but with no significant difference between 
groups. However, there was a 14% attrition rate in the psychotherapy 
condition, which compromises the strength of findings. Also, the 
psychotherapy condition sounds somewhat cognitive-behavioural in 
orientation and not strictly psychodynamic psychotherapy.  
 
Guthrie, Creed, Dawson and Tomeson (1991) in a UK study examined the 
effectiveness of psychodynamic interpersonal therapy over seven sessions 
(n=53) compared with a symptom-monitoring wait list (n=49). This study 
focused more on accessing participant feelings in therapy about any 
difficulties in interpersonal relationships discussed in relation to precipitation 
and/ or perpetuation of IBS symptoms. The client-therapist relationship as a 
means for understanding IBS difficulties associated with patterns of relating 
was also a focus. Outcomes were based on participant symptom diaries, self-
report measures and physician report.  
 
There was significant reduction of GI symptoms, anxiety and depression in the 
treatment condition compared with the control condition. Global Symptom self-
report at 12-month follow-up revealed that 85% of participants in the treatment 
condition maintained their improvements. These were encouraging results but 
one questions the reliability of self-report as a sole means for measuring 
sustained improvement.  
 
Blanchard (2001) states the therapeutic approaches in these two studies are 
‘roughly equivalent’ but little effort is made to explore the ‘unconscious’ (p. 
164). Perhaps these studies are not using psychodynamic psychotherapy in 
the strictest definition of the approach. Generally, there is a lack of RCTs but 
these two studies provide encouraging support for the psychodynamic 
approach (using a flexible definition). A later study (n=257) by Hyphantis, 
Guthrie, Tomeson and Creed (2009) compared psychodynamic interpersonal 
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therapy with an antidepressant condition and with a routine care condition. 
Despite finding significant improvement in the therapy and antidepressant 
conditions this study struggled to distinguish which is the most efficacious 
treatment approach. 
 
3.3.4   Conclusions 
 
After reviewing the literature on three psychological therapy approaches to 
treating IBS, no best approach emerges (Blanchard, 2005; Lackner, Mesmer, 
Morley, Dowzer & Hamilton, 2004). Lackner et al. state there have not been 
enough trials, and no ‘common scale’ to compare the effectiveness of the 
individual approaches (p. 1108). These reviews are now becoming old and 
would benefit from being updated. NICE guidelines (2008) propose that more 
research is needed into psychological interventions for ‘global’ IBS symptom 
improvement up until 52 weeks after commencing therapy (p. 19).  
 
Lackner, Mesmer, Morley, Dowzer and Hamilton (2004) argue that 
comparison of the three approaches may be compromised by non-specific 
factors such as the therapeutic relationship, therapist’s allegiance to approach 
orientation, and client expectations (associated with placebo effect) not often 
addressed in studies. A placebo can be defined as ‘an inactive and physically 
identical medication or procedure used as a comparator in controlled clinical 
trials’ (NICE, 2008, p. 22). Patel et al. (2005) in a meta-analysis of IBS trials 
found that the placebo response rate varied greatly between studies. They 
approximated its impact in bringing about change as high as 47%. The 
researchers state psychological treatments might be more useful at targeting 
somatic symptoms compared with more psychological symptoms. They 
suggest this might be influenced by co-morbidity and methodologies for 
measuring treatment outcomes.  
 
Comparison of the different psychological approaches has ramifications for 
Counselling Psychologists who value pluralistic practice and can work using 
several therapeutic models (Cooper & McLeod, 2010; Hessian, 2010). 
Perhaps searching for the standout treatment approach is the wrong 
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emphasis as Counselling Psychologists are encouraged to reflect on the 
possibility of multiple truths being applicable to individual cases (Orlans, 
2013). Thus, Counselling Psychologists may benefit from remaining flexible 
and considering the range of approaches available. 
 
 
3.4   Individuals’ experiences of help seeking for IBS 
 
Despite various studies of psychological interventions for IBS, no fully 
convincing treatment option has emerged. The reviewed studies are aimed 
towards developing efficacious treatment protocols. Consequentially, these 
studies may provide descriptions of treatment outlines but do not shed much 
light on individual experiences of having IBS. There was a lack of information 
about how therapy was managed for individual clients along with reported 
gender differences. However, we know that IBS has complex 
symptomatology, and thus one would think that subjective IBS experiences 
and treatment experiences would differ widely between individuals. There is a 
void of literature that captures how individuals with IBS view and/ or have 
experienced psychological therapies. However, some studies examine 
accounts of people interfacing with medical treatment for IBS. These studies 
may have ramifications for Counselling Psychologists working with this client 
group.   
 
Kennedy, Robinson and Rogers (2003) conducted a qualitative study using 5 
focus groups with a total of 23 people with IBS to gain insight into personal 
and social aspects of coping with IBS and use of the health service. Findings 
were analysed using the framework technique (Ritchie & Spencer, 1994) to 
derive areas for focus group discussion. These researchers again identified 
participants’ perceptions of feeling isolated with IBS and that health 
professionals did not take IBS seriously. The researchers found that for some 
participants experiencing IBS over time led to better understanding of 
symptoms and more adaptive ways of coping with symptoms. Some 
participants, on the other hand, despite health-seeking efforts struggled to 
develop and utilise personal self-management strategies. Researchers 
  84 
 
proposed that the development of self-management skills would benefit from 
better information provided by healthcare professionals. Kennedy et al. 
suggested a need for more joint decision-making about treatment. There was 
normally no, or very minimal, reported consultation with patients. Findings are 
limited by using a predominantly female sample and little information was 
provided about the method of analysis and its validity.    
 
Casiday, Hungin, Cornford, De Wit and Blell (2008) conducted a mixed 
method study using semi-structured interviews with primary care patients (31 
UK, 20 The Netherlands) and Quality of Life self-report measures. They used 
Grounded Theory to analyse interview data. Patients highlighted importance 
for having personal explanatory models for IBS more so than receiving 
medical explanations of aetiology. Patients associated developing IBS with 
either personal attributions (their own doing) or the product of an event or 
incident from the past. Patients were interested in understanding the triggers 
for their IBS, of which stress and diet were highlighted.  
 
Patients struggled to find effective treatments for IBS, found the diagnosis 
procedure frustrating and occasionally unsatisfying. However, this did not 
generally compromise the relationship they held with GPs nor did they 
highlight poor communication with their GPs. This contrasts with findings from 
the previous study. This study recommends that GPs gain a clearer 
understanding of client’s worries and IBS conceptualisations. Researchers 
posited it would help if GPs treatment inventions match client explanatory 
models of IBS if possible, especially as IBS lacks a convincing 
pathophysiological explanation.  
 
Farndale and Roberts (2011) conducted a qualitative UK study of the long-
term impact of IBS. Eighteen participants underwent semi-structured 
interviews discussing their IBS prior to thematic analysis. Participants 
commented on a need for doctors to understand their fear relating to IBS and 
the threat of future IBS symptoms emerging. The pain and unpredictability of 
symptoms were strongly highlighted difficulties. Participants were pessimistic 
about primary care treatment and identified unsatisfactory relationships with 
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their GP (including a lack of information provided about IBS). Participants 
experienced compromised quality of life, emotional well-being and some daily 
activities due to the debilitating impact of IBS symptoms.  
 
For some participants, living with IBS symptoms over the years had resulted 
in integrating IBS into their lives where it had became fused with their sense of 
identity. Some participants stated that normalising their IBS symptoms was a 
method of coping with their enduring condition. Some participants said the 
compromising impact of IBS threatened certain parts of their identity (e.g., role 
of mother or friend). However, this study lacks detail (including verbatim 
participant extracts) that would validate claims that IBS impacts on identity. 
The researchers state their participants generally had severe IBS symptoms 
and may not be wholly representative of the general population of people with 
IBS.  
 
Studies that indicated struggles to relate well to healthcare professionals was 
often associated with negative emotions. Individuals with IBS seemed to 
struggle at times to feel contained by healthcare professionals (Casement, 
1985). We should recall that perceived lack of understanding and empathy 
can feed IBS stigma (Toner, Segal, Emmott & Myran, 2000). Poor holding 
relationships with healthcare professionals may nurture perceived stigma for 
individuals with IBS.  
 
Reaching collaborative treatment decisions is encouraged practice in 
Counselling Psychology and would likely strengthen therapeutic relationships 
with people with IBS. Encouraging self-management of symptoms may also 
nurture a sense of empowerment and autonomy to cope effectively. These 
notions are relevant for Counselling Psychologists who appreciate the utility of 
expertise residing within the client (Orlans, 2013). Unfortunately, the findings 
from the reviewed studies (in this chapter) are not gender specific. This could 
be relevant for men for whom personal stigma about IBS is associated with 
lower quality of life compared with women (Dancey, Hutton-Young, Moye & 
Devins, 2002). It may be valuable to know what thoughts and emotions 
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identified in these studies specifically relate to men coping with and seeking 
help for IBS? 
 
The term ‘IBS sufferer’ is a label and perhaps implies proneness or weakness 
to suffer from the condition. The term implies an ongoing, enduring condition 
and perhaps has punitive connotations to it. The label could invite negative 
preconceptions/ the stigmatised views of others. The term ‘IBS sufferer’ is 
impersonal and perhaps fails to recognise the unique aspects of the individual 
and their condition. The generic quality of the term perhaps caters to a 
nomothetic urge to categorise people as data. Indeed, IBS sufferer is a term 
commonly used across IBS research and literature. If stigma has become 
associated with the term IBS sufferer then by continuing to share and use the 
term in IBS literature this could reinforce stigma. Maybe it is better to refer to 
people or individuals with IBS. This may seem less pathologising, impersonal 
and may reduce chance of triggering any stigmatised views about IBS/ 
individuals who have IBS. 
 
 
3.5   Individuals’ experiences of chronic illnesses similar to IBS 
 
Chronic illnesses such as Chronic Fatigue Syndrome/ Myalgic 
Encephalomyelitis (CFS/ ME) and Fibromyalgia Syndrome (FMS) bare some 
similarity with IBS in terms of shared symptoms and potential compromising 
impact on functioning and quality of life. These medically unexplained 
conditions can all be described as invisible illnesses due to the lack of visible 
physical symptoms (Arroll & Dancey, 2014; Rodham, Rance & Blake, 2010). 
Some chronic illness studies employed the qualitative approach Interpretative 
Phenomenological Analysis (IPA) to analyse participant experiences and 
efforts of meaning making (gathered from semi-structured interviews).  
 
FMS is a condition characterised by fatigue, muscle pain, tissue tenderness 
and stiffness in the joints that occurs in the absence of organic cause (Mease, 
2005). Rodham, Rance and Blake (2010) used IPA to study the lived 
experiences of individuals with FMS and their carers who were spouse 
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(n=4+4). A prominent finding concerned loss of identity for individuals with 
FMS. These individuals described an inability to be themselves and to engage 
in their regular activities. Symptoms could be unpredictable, frustrating, 
proved difficult to explain and could invite sceptical responses from others. 
The struggle to convince friends, family and doctors of the realness of their 
condition contributed to participant perceptions of FMS being an invisible 
illness. The lack of external validation for FMS contributed to perceived 
isolation and nurtured loss of identity. Some participants began to question 
their sanity, or if illness was imagined. However, findings are limited as the 
study used a self-selected, all female sample of individuals with FMS which 
may not reflect the views of the wider population of people with FMS.   
 
CFS/ ME is a complex condition characterised by severe fatigue, muscle and 
joint pain and a variety of possible cognitive difficulties including 
concentration, problem solving, memory and communication issues (Arroll & 
Senior, 2008). Dickson, Knussen and Flowers (2008) used IPA to study the 
accounts of 14 people with CFS/ ME. Loss of self was highlighted across 
participant findings and was associated with helplessness, and an impaired 
sense of control when carrying out mental and physical activities. Many 
participants questioned who they were following illness and wanted to 
recapture their more capable, pre-illness selves. Many felt they had lost their 
former ability to occupy their body and minds. Some participants questioned 
the realness of their ambiguous condition which the researchers’ believed 
may have fuelled identity crises. Recovery from CFS/ ME was facilitated by a 
gradual process of acceptance over time, which for some was a process 
peppered with ambivalence. The researchers suggested individuals learned to 
re-integrate and accept their body and mind as part of themselves again. This 
study may have been limited by using participants who were at different 
stages of living with CFS/ ME which could have contributed to differences in 
their accounts and understandings of experiences.  
 
These reviewed studies in some ways echoed findings from studies of 
individuals’ experiences of help seeking for IBS (see section 3.4). There were 
similarities with struggles to manage symptoms, loss of functioning and 
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negative moods (particularly isolation and helplessness). However, CFS/ ME 
and FMS study findings perhaps more strongly emphasised the difficulties 
negotiating loss of self and accepting an emergent self (that integrated 
illness). Identity and sense of self themes often emerge in IPA studies (Smith 
& Eatough, 2012). The fact these issues are shared across similar types of 
invisible illness may reflect common struggles negotiating and enduring these 
chronic conditions. Identity issues are grappled with in the mind and could 
remain hidden from medical professionals and/ or therapists if they are not 
verbalised. Counselling Psychologists can work to strengthen identities, 
bolster sense of self for individuals with IBS and facilitate better acceptance of 
chronic illness.  
 
 
3.6   Gender implications: Males and IBS 
 
3.6.1   Gender research about IBS 
 
There is little IBS gender-related research. Toner, Segal, Emmott and Myran 
(2000) in their review of IBS studies found few studies identified and/ or 
reported gender findings. Women are considered twice as likely to be 
diagnosed with IBS compared to men (Blanchard, Keefer, Galovski, Taylor & 
Turner, 2001). Research advances in our psychological understanding about 
people with IBS could arguably have emerged due to a female gender bias, 
as the majority of IBS studies use samples with considerably more females 
than males (Toner, Segal, Emmott & Myran, 2000). 
 
The lack of males in mixed gender studies has often led to insufficient power 
to detect gender differences (Heitkemper & Jarret, 2008). Heitkemper and 
Jarrett concluded that there was not enough research to help resolve why 
more women seek treatment for IBS than men. They posited that the likely 
explanation is a combination of related factors: socio-cultural differences, 
along with physiological differences, influence of gonadal hormones, reactions 
to stress and inflammatory responses that can result from GI and pain 
symptoms. Previously, Mayer, Naliboff, Lee, Munakata and Chang (1999) 
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found that for gastrointestinal disorders women seem to have higher 
perception of pain compared with men, possibly related to differences in 
biological factors. Toner (1994) stated that little is known about the influence 
of gender differences and the ramifications this may have for psychological 
formulation and treatment of IBS. In summary, we are not sure whether more 
women being diagnosed with IBS than men is due to (a) difference in 
incidence, (b) difference in help seeking or, (c) a combination of differences in 
incidence and help seeking.  
 
3.6.2   Masculinity implications concerning help seeking 
 
In Britain, the psychology of men continues to be a much understudied area 
(White, 2009). Men are generally considered less likely to seek counselling/ 
therapy to help with their problems (McKelley, 2007; Wexler, 2009, 2010). For 
instance, men with depression are considered to be more likely to deny the 
existence of a problem in the first place, or to act out or abuse substances to 
cope (Wexler, 2009). Help seeking such as attending counselling has been 
said to oppose the inherent values of masculinity associated with male gender 
roles (Good, Thomson & Brathwaite, 2005). Through social and cultural 
influence men ‘learn to be islands’ and strive for independence in what they 
do (McKelley, 2007, p. 51). Thus, males with IBS are potentially more 
vulnerable to continue suffering psychological distress than women as they 
are less likely to seek help and more likely to try to cope alone. Also, enduring 
IBS can prove to be an isolating experience regardless of gender (Kennedy, 
Robinson & Rogers, 2003). 
 
Men have a tendency to adhere to gender role expectations to be problem 
solving, to contain and limit expression of their emotions, and to endeavour to 
secure power and influence in their relationships (Good, Thomson & 
Brathwaite, 2005; Mahalik, Good & Englar-Carlson, 2003). However, this can 
lead to gender role conflict which has been defined as a ‘psychological state 
in which socialised gender roles have negative consequences on the person 
and others’ (O’Neil, Good & Holmes, 1995, p. 166). The conflict emerges 
through restricting emotions and the continual urge to appear manly at all 
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costs (Mahalik et al., 2003). Similarly, males could be suffering physical and 
psychological distress with IBS yet the constraints of masculinity could be 
hindering help seeking efforts? Further research in this area could reveal that 
men with IBS are vulnerable and suffering in solitude, without adequate 
coping skills. 
 
 
3.7   Ramifications for Counselling Psychologists/ rationale for my study 
 
The existing literature on IBS has no doubt enhanced our knowledge of IBS 
from a biopsychosocial perspective and has much relevance for Counselling 
Psychology. However, to date no existing psychological treatment for IBS is 
universally effective for all people with IBS. 
 
Research on the experiences of individuals with IBS, particularly their 
interface with healthcare professionals, has helped expose the need for good 
working alliances with healthcare professionals during medical treatment. 
There is a dearth of research with psychologists/ therapists working with IBS 
clients but we know Counselling Psychologists strive to form collaborative, 
working relationships with clients.  
 
Little is known about how IBS specifically affects men. We do know that men 
compared with women experience more personal stigma about IBS 
associated with lower quality of life (Dancey, Hutton-Young, Moye & Devins, 
2002). Dancey et al. found that IBS illness intrusiveness is more of an issue 
for men, although men seem to be coping better with physical IBS symptoms. 
Men are considered less likely to seek help/ therapy to cope with their 
psychological problems (Wexler, 2009). Hence, perceptions that health 
professionals may hold stigmatised views about IBS (Kennedy, Robinson & 
Rogers, 2003) may contribute to reluctance to seek help. 
 
The few existing findings about men with IBS are primarily based on 
quantitative measures and there is a void of in-depth subjective 
understanding. Exploring male subjective accounts of having IBS may 
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strengthen existing findings regarding the life impact of the condition and shed 
light on an understudied area. Insight into men with IBS may at the very least 
add to the bodies of research on masculinity and gender stigma. Subjective 
findings may perhaps improve our knowledge of IBS and provide suggestions 
for more effective therapeutic practice. 
 
The biopsychosocial model is a good conceptual tool for embracing individual 
IBS case comprehension and will be adopted as a framework for interpreting 
current study findings. This fits with the aim for Counselling Psychologists to 
go beyond mere diagnosis to fully acknowledge the uniqueness of clients and 
tailor therapeutic treatment (Cooper, 2009). Cooper suggests putting 
diagnosis before the ‘face’ of the client can be an attempt to reduce subjective 
complexity to what is ‘familiar’ (p. 122). In light of this, it may help to view 
conceptual models and IBS diagnostic systems as guiding lights rather than 
as the realised boundaries of attainable knowledge. Particularly as modern 
IBS diagnostic systems to not address psychological aspects often associated 
with IBS. 
 
Modern research has revealed the diversity of IBS symptom triggers and 
manifestation of the condition (Farndale & Roberts, 2011; Kennedy, Robinson 
& Rogers, 2003). This diversity suggests Counselling Psychologists will be 
required to individualise formulations and encourages flexibility when treating 
this client group. There is also more emphasis now on self-managing IBS 
symptoms (Kennedy, Robinson & Rogers, 2003; Moss-Morris, McAlpine, 
Didsbury & Spence, 2010). This fits with encouraged Counselling Psychology 
practice of promoting active client participation in treatment (Papadopoulos & 
Bor, 1995). Thus, an experiential study of how males relate to their symptoms 
and attitudes towards self-management may access male strengths (Good, 
Thomson & Brathwaite, 2005). The study findings will hopefully contribute to 
existing psychological treatments for IBS and potentially highlight the need for 
further case specification and individualised interventions for Counselling 
Psychologists treating male IBS clients. 
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Therefore, responding to current gaps in research this study was an 
exploration of adult male experiences of having, managing and receiving help 
for Irritable Bowel Syndrome (IBS). Research participants were asked to 
reflect upon their experiences and communicate how they try to make sense 
of these experiences. With specific focus on adult males this study aimed to 
explore: 
 
(1) The personal and social impact of having IBS. 
 
Findings might highlight the diversity of IBS experiences between individuals 
and expose the need for Counselling Psychologists to show greater individual 
understanding and empathy. The social influence on IBS symptoms may have 
consequences for individuals managing their interpersonal relationships and 
also for Counselling Psychologists managing the therapeutic relationship with 
male clients. 
 
(2) The experiences coping with emotions, thoughts and physical symptoms 
associated with IBS. 
 
Findings might help improve understanding of individual interpretations and 
perceptions associated with coping with IBS symptoms. Existing functional 
and dysfunctional coping strategies may help identify belief and value systems 
that could prove useful for Counselling Psychologists to work with. 
 
(3) Attitudes and experiences self-managing/ help seeking for IBS. 
 
Attitudes and experiences towards self-managing/ help seeking for IBS may 
have ramifications for men engaging in therapy, the therapeutic alliance and 
managing the power differential. Responsibility taking attitudes towards help 
and management of IBS could nurture increased self-efficacy and enhance 
empowerment for male clients.  
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4.0   METHODS AND PROCEDURES 
 
4.1   Epistemological reflexivity 
 
Lee (2009) believes that the process of reaching findings and the awareness 
of how this was achieved is central to professional doctorate research. Initially 
I considered whether qualitative or quantitative research methods were best 
suited for answering my research question. Quantitative methods are 
particularly useful for obtaining objective truths through testing a specific 
hypothesis (Coyle, 2007). Coyle states that quantitative approaches based on 
empirical principles aim to categorise research data. Whereas, Smith (2008) 
considers that qualitative approaches usually engage with exploratory, 
descriptive and interpretive experiences of individuals and extracting meaning.  
 
Coyle (2007) states quantitative methodology suppresses complexity of 
subjective views. In contrast, qualitative approaches are considered to be 
better committed to embracing naturalistic, subjective perspectives as a 
primary interest without need for specific frameworks for extracting meaning 
(Coyle, 2007; Eatough, 2012). I was drawn to favour qualitative approaches 
which are better able to generate the type of knowledge that matched the 
exploratory focus of my study of individual males with IBS.  
 
Epistemological reflexivity considers how the design of a study influences and 
potentially limits the type of knowledge that can be discovered and how this is 
achieved (Willig, 2008, 2013). Most epistemologies can be located within a 
realist-relativist continuum (Eatough, 2012; Willig, 2008). Realism at its most 
extreme assumes that we have unbridled access to the world and what 
already exists there (Eatough, 2012). In contrast, extreme relativism assumes 
there are multiple knowledges about the world which are socially constructed 
(Eatough, 2012). I needed to select an epistemological position and within this 
an appropriate qualitative approach deemed the best fit for answering my 
research question (Willig, 2013).  
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One possible approach for exploring human experiences is Grounded Theory. 
Grounded Theory focuses on why people hold the perceptions they do about 
their experiences, categorising this data with the greater goal of constructing 
new theories (Payne, 2007; Willig 2008). Early versions of grounded theory 
are rooted in the realist leaning epistemology of positivism. Positivism 
believes there is direct link between existing worldly objects and how we 
perceive them (Payne, 2007; Smith, 2008). More interpretative versions of 
grounded theory emerged later which resonated more with a constructivist 
epistemology (a relativist-orientated position), due to the researcher’s role in 
constructing theories.  
 
Willig (2008) explained that grounded theory was developed to extract 
theories from the data using an inductive process. However, Willig suggested 
grounded theory, with its positivist underpinnings, can be criticised for poor 
consideration of researcher reflexivity and influence in generating categories 
and theories (Willig, 2008). The researcher has an active role in shaping the 
research (e.g., personal assumptions, sampling choices) and that an unbiased 
process of induction (common to positivist approaches) is not wholly possible 
(Pidgeon & Henwood, 1997).    
 
Another limitation is that grounded theory is primarily orientated towards 
embracing ‘social processes’ and perhaps less appropriate for research 
questions that focus on exploring the nature of experience (Willig, 2008, p. 
46). Willig argues that for experience-orientated research questions grounded 
theory functions merely to categorise data and structures meaning-making but 
does a poor job of comprehending experience. Grounded Theory is suitable 
when there are large gaps in current knowledge about a research area and/ or 
when there is no significant theory that successfully explains the psychological 
area of investigation (Payne, 2007). However, we already have some 
understanding about IBS and the biopsychosocial model provides an 
adequate framework for conceptualisation. In light of these issues, grounded 
theory was not considered appropriate for thorough engagement with the 
nature of lived experience and associated meaning-making which was my 
principle study focus.  
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A relativist leaning epistemology to consider is social constructionism. Social 
constructionism assumes that human experiences (and perceptions of 
experience) are not directly connected with the environment but are filtered 
and influenced by socio-cultural, linguistic and historical processes (Willig, 
2008). Social constructionism assumes multiple social realities can be 
constructed by people rather than there be a sole existing knowledge or reality 
(Willig, 2008). 
 
The most prominent social constructionist methodology is discourse analysis 
(Coyle, 2007). Discourse analysis is interested in participant accounts and 
perceptions of experience expressed through language; however, the focus of 
discourse analysis is less concerned with reflections on psychological and 
social reality but rather how this is constructed by language (Coyle, 2007, 
2012). Discourse analysis assumes that our worldly understandings are 
socially formed through linguistic exchanges in relation to context.  
 
Smith (2008) states discourse analysis shifts attention away from the 
individual and more how language is used and driven by socially-orientated 
objectives. However, discourse analysis struggles to access an individual’s 
thoughts and feelings in relation to phenomena and to embrace their internal 
world (Crossley, 2007; Parker, 1992). This is a concern given that peoples’ 
thoughts and feelings about IBS were much highlighted in the review of IBS 
literature. 
 
Discourse analysis does not address the experiential realities of the individual 
and has been accused of failing to shed light on their sense of self (Crossley, 
2007; Eatough & Smith, 2008). Crossley describes this shortcoming of 
discourse analysis as ‘losing the subject’ (p. 132). Thus, discourse analysis 
was deemed inappropriate for best answering my research question because 
exploring subjective experiences is not a primary focus of this methodology 
and the approach embraces subjectivity in a somewhat impoverished way. 
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4.2   Selected epistemology and methodology 
 
My study is very much focused on individual lived experience. After 
considering the range of epistemological positions it makes sense to embrace 
the epistemological approach of phenomenology which is particularly suited to 
understanding human experiences and their inherent complexity (Smith, 
Flowers & Larkin, 2009). Different phenomenological approaches place 
different emphasis on how they examine human experiences (Smith & 
Eatough, 2012). Interpretative Phenomenological Analysis (IPA) emerged as 
the most appropriate methodology for my study with its primary emphasis on 
subjective experiences and meaning-making (Smith & Eatough, 2012; Smith, 
Flowers & Larkin, 2009).  
 
IPA assumes that it can access the participant’s world through interpretations 
of verbal, cognitive and emotional information gathered from participant data 
(Smith & Eatough, 2007). Unlike grounded theory and discourse analysis IPA 
strives for a thorough ‘examination of experience on its own terms’ (Smith, 
2011, p. 21). IPA has the primary epistemological underpinnings of both 
phenomenology and hermeneutics (Smith & Eatough, 2012). Hermeneutics is 
the theory of interpretation and particularly the interpretation of literary texts 
(Smith, Flowers & Larkin, 2009). 
 
IPA asks the researcher to engage with data analysis using a double 
hermeneutic (Smith & Eatough, 2012; Smith, Flowers & Larkin, 2009). The 
researcher is not able to gain ‘direct access’ to a participant’s internal world 
but rather the researcher interprets what they perceive the participant’s world 
to be from the researchers own perspective (Willig, 2008, p. 57). This process 
demands reflexivity from the researcher engaging with the data and 
awareness of their own subjectivity to monitor how this might influence the 
research process.  
 
IPA can be said to be a methodology that is theoretically grounded within 
critical realism (Reid et al., 2005; Shaw, 2010). Critical realists are located 
approximately in the middle of the realist-relativist continuum (Eatough, 2012). 
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IPA like critical realism assumes that direct access to a reality is not possible 
but can be partially achieved thorough interpretation and from a particular 
perspective (Eatough, 2012; Shaw, 2010).  
 
IPA attempts to understand subjective meanings and individual experiences 
by adopting an idiographic approach that initially focuses on exploring 
individual descriptions comprehensively, prior to wider sample comparison 
and integration (Coyle, 2007; Willig, 2008). Firstly, idiography is concerned 
with in-depth and comprehensive analysis of the ‘particular’ (Smith, Flowers & 
Larkin, 2009, p. 29). Secondly, it comprehends phenomena through focusing 
on a particular type of person and context. IPA is well suited to my exploratory 
study of adult male experiences of IBS as it can engage with both descriptions 
of accounts as well as higher level interpretations of participant data (Storey, 
2007).  
 
To summarise, we can say IPA is positioned within critical realism and IPA 
has the principle theoretical underpinnings of phenomenology, hermeneutics 
and idiography (Smith, 2011). IPA strives to engage with the multiple aspects 
of lived experiences, including beliefs, motivations and behavioural 
manifestations (Eatough & Smith, 2008). This has particular relevance for my 
study objectives to engage with experiences of having and making sense of 
IBS and also behaviourally managing and seeking help for the condition. IPA 
is suited to exploring experiences of illness and ‘bodily feelings’ (Eatough & 
Smith, 2008, p. 186). This is relevant as difficulties with physical IBS 
symptoms were highlighted in existing IBS research and could emerge 
through the strongly experiential focus of IPA.  
 
Smith and Eatough (2007) argue that IPA can have both empathic and critical 
elements in its approach. The empathic focus stems from researcher efforts to 
closely access the perspectives and perceptions of the participant. The critical 
aspect strives to step back and be more objective, asking questions of the 
participant’s perceptions and experiences. In some ways this is reminiscent of 
the Counselling Psychology ethos of embracing phenomenological 
  98 
 
understanding of what it is to be a human being alongside a more objective 
view through a scientific, evidence-based lens (Orlans, 2012). 1   
 
 
4.3   Design 
 
A qualitative, IPA approach was selected for this study of adult male 
experiences of having IBS. Semi-structured interviews were carried out to 
construct narratives of participants’ experiences. IPA was used for analysing 
the interview data drawing upon the epistemological position of 
phenomenology. IPA tries to examine subjective lived experience of the 
person, the world around them and the meanings their experiences have for 
them (Smith & Eatough, 2007; Smith, Flowers & Larkin, 2009). It is proposed 
that by using open questions that are non-directive this permits the participant 
to express their personal experiences in relation to the study focus (Willig, 
2008). Semi-structured interviews (with open questions) are encouraged use 
with IPA as this permits use of specific questions or prompts to facilitate 
opportunity for optimum elaboration in participant answers (Smith & Eatough, 
2012; Smith & Osborn, 2008; Willig, 2008).  
 
There is more need to bracket researcher presuppositions at the research 
stages prior to analysis (Smith, Flowers & Larkin, 2009). Whereas, during 
analysis the researcher is an active, dynamic participant in this research 
process and the creation of the findings (Smith & Eatough, 2007, 2012).  
 
 
4.4   Participants 
 
The participants were outpatients recruited from a department of 
gastroenterology at a major hospital in the greater London area. A summary 
of participant demographics is presented below in Table 1. 
 
                                                 
1
 Text has changed from the third to the first person perspective as sections 4.1 and 4.2 concern the 
researcher’s reflexivity. 
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Table 1. Summary of participant demographics 
Participant Age  Years with IBS 
symptoms (approx.) 
Experience of 
counselling/ therapy  
Organic co-
morbidity 
Keith  32 7 No n/a  
Eric  35 14 Yes n/a 
Jeff 35 15 Yes Ankylosing 
Spondylitis 
Dave 35 4 No Ankylosing 
Spondylitis, 
Asthma 
Rob  24  20 No n/a  
Eddie  47 7 No n/a  
 
Participants that took part satisfied the following inclusion criteria: 
 
• Working diagnosis of IBS (ascertained by gastroenterologist) 
• Endorse Rome II criteria for IBS diagnosis (ascertained by researcher) 
• Male 
• British 
• Caucasian (later expanded to include all racial and ethnic groups) 
• Between 20-39 years (later expanded to 20-59 years) 
• Living in the London area 
 
Participants would have been excluded from taking part if: 
 
• They were having counselling/ therapy at the time of recruitment or 
during the previous six months. 
• They had a long history of serious mental illness. 
• They did not have a good understanding of written and verbal English 
language. 
 
The inclusion criteria targeted a fairly homogenous sample for the practical 
purposes of recruitment (Smith & Eatough, 2012; Smith, Flowers & Larkin, 
2009). IBS diagnosis using Rome II diagnostic criteria (Thompson et al., 1999) 
is commonly endorsed in the UK. The participants used in this study could all 
be said to have diarrhoea-predominent IBS. It is proposed a sample of six 
participants is an adequate number of participants to use in a professional 
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doctorate study (Smith, Flowers & Larkin, 2009). Smith and Osborn (2008) 
support this sample size to extract a sufficient range of similar and differing 
themes from analysis without running the risk of becoming flooded with data.  
 
IBS studies that reported race/ ethnicity statistics stated 90-95% of 
participants were Caucasian (Keefer et al., 2005; Lackner & Quigley, 2005). 
Hence, this study originally aimed to recruit only Caucasian men for the 
purposes of homogeneity and for comparing findings with existing research. 
IBS is considered most prevalent for people in their 20’s and 30’s (Spiller et 
al., 2007). Therefore, for practical purposes participants in this age range 
were originally targeted to maximise chance of successful recruitment and 
establish a fairly homogenous sample. 
 
 
4.5   Apparatus/ materials 
 
Several study documents were drafted for the purposes of this study: 
 
• Participant Recruitment Letter 
• Participant Information Sheet 
• Participant Consent Form 
• Interview Schedule 
• Distress Protocol 
• Participant Debrief Sheet 
 
It is recommended that IPA studies use between 6-10 questions for semi-
structured interviews with adult participants (Smith, Flowers & Larkin, 2009). 
The interview schedule (Appendix 4) for this study consisted of 8 questions. 
The interview schedule was designed with reference to guidelines suggested 
by Smith, Flowers and Larkin (2009) and Kvale (1996): 
 
(1) It addresses the research question - Interview questions related to the 
research question and addressed the three study objective areas (see section 
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3.6). The research question was derived in relation to existing IBS research 
and focused on addressing current gaps in research.  
 
(2) It is grounded within the chosen epistemology/ methodology - Interview 
questions were crafted to be open, exploratory, and facilitate comprehension 
of experience and meaning-making (which fits with their phenomenological 
and hermeneutic underpinnings/ IPA framework). 
 
(3) The interview questions are of an appropriate type - The interview 
schedule comprised of a combination of descriptive and evaluative interview 
questions that were considered most appropriate for generating good data 
which addressed the study objectives. Descriptive questions tried to elicit 
answers that embraced experience and opened up and shed light on the life 
worlds of interviewees. Evaluative questions had a more analytical emphasis 
on gaining knowledge about experiences. For example, an evaluative 
question was ‘How do you feel about seeking help for IBS?’ Prompts were 
included to address any difficulties answering questions.  
 
(4) The interview questions are arranged with a purpose - Questions were 
logically and sequentially arranged to permit exploration of participant views. 
The interview schedule design aimed to achieve comfortable, dynamic 
interaction and rapport with interviewees and invite elaborate responses. The 
interview process commenced with a descriptive question that was considered 
easy to answer. Evaluative questions were generally delivered later during 
interviews. Descriptive or evaluative questions that addressed potentially 
sensitive topic areas (e.g., regarding IBS coping or help seeking) were 
presented later during interviews. It was assumed that participants would feel 
more confident answering more abstract or sensitive questions once they had 
settled into the interview process.  
 
A digital voice recorder was used to record the participant interviews. Analysis 
of the raw data and the project write up was completed on the researcher’s 
home computer which was password protected. Each participant undergoing 
interview received one £10 retail voucher for taking part in the study. 
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4.6   Procedure 
 
One semi-structured interview using open questions was conducted with each 
participant producing personal narratives of their experiences with IBS (Smith, 
Flowers & Larkin, 2009). Interviews (with 6 participants) lasted approximately 
45 minutes each. Semi-structured interviews presented prepared questions to 
participants and provided flexibility and time to explore answers to optimise 
subjective understandings.  
 
Potential participants (satisfying inclusion criteria) were identified by direct 
care team clinicians working in the hospital dietician clinics by examining 
patient clinical records. Suitable participants were initially approached by 
clinician staff for potential recruitment by telephone, email or in person. The 
clinicians presented my recruitment letter (Appendix 1) which outlined the 
nature of the study and what taking part entailed. Potential participants 
interested in taking part in the study permitted the clinician to forward on their 
name and contact details to the researcher.  
 
Potential participants were then contacted by the researcher to confirm their 
inclusion suitability. Participants were then provided with an information sheet 
(Appendix 2) outlining the nature of the study asked if they have any 
questions regarding the study. Participants were provided with a consent form 
(Appendix 3) and given adequate time (at least 24 hours) to consider 
providing their signed consent for participation. A convenient interview date 
and time was set for participants. Interviews took place in a secure hospital 
room free from interruptions. The researcher read his personal reflexive 
statement (Etherington, 2004) prior to participant interviews to protect against 
potential interviewer bias.  
 
Before commencing interviews participants were given further opportunity to 
ask any questions. A pilot interview was used to gauge the appropriateness of 
the interview questions/ procedure and following this it was judged no 
amendments were needed. The same interview schedule was followed for all 
interviews although the order of the questions differed for some participants to 
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aid flexibility. A distress protocol (Appendix 5) was outlined to follow if distress 
became evident during the interview process.  
 
Participants were debriefed after interview and provided with the opportunity 
to ask questions or discuss any thoughts or feelings that may have emerged 
following the interview. A debrief sheet (Appendix 6) was provided to all 
participants post-interview which included information of services providing 
further information/ support if needed. Recorded interviews were transcribed 
for analysis.  
 
It was later necessary to expand the participant inclusion criteria to complete 
recruitment of the required six participants. The changes permitted the 
recruitment of potential participants from all ethnic and racial groups 
(previously only Caucasian participants were considered) and expansion of 
the age inclusion range to 20-59 years (previously 20-39 years).  
 
To protect against researcher bias and enhance critical reflexivity (Lee, 2009) 
the researcher kept a journal recording personal thoughts, experiences, 
decision-making over the course of the study (Appendix 7).  
 
 
4.7   Ethical issues 
 
As an ethical consideration for this study the participant inclusion criteria 
endeavoured to only use participants that were sufficiently robust from a 
psychological perspective. Selected participants have not been in counselling/ 
psychotherapy for psychological difficulties for at least six months and had no 
history of serious mental health problems. The direct care team introduced 
potential participants to the researcher. This served a gate-keeping function, 
preventing undue coercion to take part and only basic participant contact 
details and demographic information was forwarded.  
 
No participant experienced high levels of distress during the study. 
Participants were informed they did not have to answer any interview 
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questions perceived as difficult. If a participant had shown signs of distress, 
the interviewer was a Trainee Counselling Psychologist and has experience 
responding to distressed individuals. A distress protocol was outlined (but not 
needed). 
 
Information gathered from participant interviews was treated as confidential by 
the researcher. Identifying details were removed from the interview recording 
and replaced with pseudonyms in the interview transcript and study write up. 
Identifying personal details were stored separately and securely. Academic 
supervisors and study markers only had access to anonymised interview 
transcripts and audio recordings. The audio recordings of interviews will be 
destroyed after marking. Exceptions to maintaining confidentiality were 
stipulated should a participant reveal information during the interview process 
pertaining to criminal activities, or a plan to harm the self or others. No such 
exceptions occurred. 
 
Post interview, participants were given a debrief sheet outlining further 
information/ support services. The information sheet lists contact details of my 
supervisor/ hospital complaints office should a participant have wished to 
complain. This study received ethical approval for managing the potential risks 
of conducting this study from the Research Ethics Review Panel (RERP), 
London Metropolitan University. Ethical approval (including proposed protocol 
amendments) was also received from the National Research Ethics Service 
(NRES) Committee East Midlands – Derby 1 (Appendix 8a & 8b) and the 
academic supervisor. An honorary contract (Appendix 9a) to conduct research 
at the collaborating hospital was obtained and later a contract extension 
(Appendix 9b). 
 
 
4.8   Method of analysis 
 
The process of using IPA began with coding each interview transcript along 
the left-hand margin with numbers ascending from one through until the end 
of the transcript. This functions to locate participant extracts that emerged 
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during analysis for the construction of themes. Before analysing each 
transcript the researcher reviewed his personal reflexive statement to recall 
his subjective presuppositions and promote reflexivity. Also, during analysis 
the researcher referred to his reflexive journal (kept throughout this study) 
recording thoughts and ideas.  
 
The first interview transcript was read several times to familiarise the 
researcher with the participant and gain a increasingly clearer idea of what the 
material  is about (Smith, Flowers & Larkin, 2009; Willig, 2013). This iterative 
process helped identify transcript sections that were particularly rich and of 
interest. During each reading the researcher recorded notes in the right-hand 
margin relating to three distinct processes (Smith, Flowers & Larkin, 2009): (a) 
descriptive information relating to spoken content and subject matter; (b) 
linguistic comments concerning use of language; (c) conceptual comments 
aiming to interrogate the data and gain a higher level conceptual 
understanding. The aim was to carry out a thorough analysis of the transcript 
(Smith, Flowers & Larkin, 2009). These notes were consolidated to help 
construct sub-ordinate themes recorded in the left-hand margin (Smith, 
Flowers & Larkin, 2009; Willig, 2013). Sub-ordinate themes deduce inherent 
meanings from the transcript at an interpretative level more sophisticated than 
the level than initial notes (Smith & Osborn, 2008). Emergent sub-ordinate 
theme labels aimed to be ‘conceptual’ and have an ‘experiential quality’ in 
their description (Willig, 2013, p. 88).   
 
The same analysis process was followed for all subsequent transcripts. Efforts 
were made to consider each transcript on an individual basis to facilitate new 
themes to emerge with each transcript (Smith, Flowers & Larkin, 2009). 
Hence, there was need to bracket themes and thinking from previously 
analysed transcripts to support the idiographic focus of IPA (Smith, Flowers & 
Larkin, 2009). Sub-ordinate themes had titles that best captured their 
description or used participant quotations (Willig, 2013). The researcher then 
interpreted which sub-ordinate themes clustered together to form what 
became super-ordinate themes (Smith, Flowers & Larkin, 2009; Willig, 2013). 
See section 5.1 for a full account of how themes were structured. 
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4.9   Validity and quality in IPA 
 
Validity and quality criteria are important when assessing how well an IPA 
study has been carried out and assessing the strength of findings (Smith, 
2011). Validity and quality are associated concepts that will be discussed in 
turn.  
 
Validity in qualitative research exhibits that the study was designed and 
conducted in a rigorous and trustworthy manner (Yardley, 2008). Qualitative 
research strives to recognise and embrace researcher contributions which 
form an integrative part of the findings. For the purposes of validity and 
ensuring the accuracy of findings this study adhered to the four central validity 
principles proposed by Yardley (2008): 
 
(1) Sensitivity to context – The research gap emerged following contextual 
comparison with relevant existing IBS literature using a Counselling 
Psychology perspective. Interviews employed open questions to facilitate 
sufficient elaboration of participant experiences. Bracketing presuppositions 
helped protect against biased interview design/ delivery. This was particularly 
relevant as the study held associations with the researcher’s personal 
experiences with IBS. The researcher held similar demographics to the 
sample participants.  
 
Interview questions were redrafted in supervision, giving careful attention to 
wording and phrasing to help reduce possibility of researcher bias (Smith, 
Flowers & Larkin, 2009). The researcher tried not to present questions/ 
conduct interviews in a way that aimed to gain responses that reflected the 
researcher’s personal experiences. Reflexivity was also required when 
interpreting data so not to generate findings that in a biased way reflected the 
researcher’s own experiences.  
 
(2) Commitment and rigour – The researcher has enduring experience and 
personal understanding of IBS which helped him engage with and interrogate 
participant data. The researcher made efforts to consult up-to-date references 
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on IPA theory and practice to enhance reflexive understanding of the 
approach and ensure quality of analysis. Study findings were grounded 
among relevant research/ literature.  
 
(3) Coherence and transparency – The researcher tried to remain reflexive 
throughout the study to aid transparency and protect against bias. A 
discussion of epistemological reflexivity provided a rationale for the adopted 
design and methodology to address the research question. Salient quotes 
from the transcripts demonstrated coherence and the origin of interpretations. 
During analysis efforts were made check that interpretations and emergent 
themes were grounded in the data. 
 
An example annotated participant interview transcript (Appendix 10) and 
master theme table (Appendix 11) demonstrated transparency and origin of 
quotations and themes. A cross case master theme table (Appendix 12) 
provided evidence via quotation extracts for all participants and all themes. 
The analysis chapter was reviewed by a research assistant who had 
experience conducting IPA research in psychology at Master’s degree level. 
The research assistant had access to the personal reflexive statement, the 
analysis chapter and the participant interview transcripts. The research 
assistant was asked to check that emergent themes were grounded in the 
transcript data and not the result of biased interpretations from the researcher.  
 
(4) Impact and importance – By discussing research findings against existing 
research and literature this helped to identify new findings and implications for 
Counselling Psychology. Suggestions were made for enhancing current 
therapeutic methods and for Counselling Psychologists working with this client 
group.  
 
Smith (2011) highlighted need for specific criteria for assessing quality in IPA 
studies. Smith developed his criteria following careful evaluation of the 
existing corpus of published IPA research papers that addressed patient 
illness experiences. Hence, these criteria have particular relevance for this 
study of individual’s experiences of having IBS. This study tried to ensure 
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quality in designing and carrying out this IPA study by adhering to seven 
criteria areas outlined by Smith (2011): 
 
(1) The paper should have a clear focus – The study focused on an identified 
IBS research gap. This study specifically studied adult male experiences of 
having, managing and receiving help for IBS.  
 
(2) The paper will have strong data – The interview schedule was used in a 
flexible way to explore novel or important issues that emerged during 
interviews and to encourage elaborate responses and result in rich data 
(Smith & Eatough, 2012; Smith, Flowers & Larkin, 2009). For example, gentle 
probing and encouragement helped access Eddie’s nuanced concerns about 
disclosing IBS and his highlighted humiliation (894-908). 
 
(3) The paper should be rigorous – All sub-ordinate themes were strongly 
evidenced using extracts from four to five participants. Guidelines suggest 
using at least three participant extracts per theme for a sample of six (Smith, 
2011). Prevalence was highlighted in the analysis of each theme and 
transparent in the cross case master theme table (Appendix 12). The 
abundance of good data permitted careful selection of extracts to highlight 
convergence, divergence, depth and variation inherent to all themes. The 
analysis highlighted the rich individual contributions and variations within 
themes along with the compelling similarities shared between participants. 
There was explicit effort to highlight representativeness in themes. For 
example, for the sub-ordinate theme ‘restriction, loss and identity’ the 
restricted ability to engage with activities was a key aspect represented across 
all participants. Also, three participants in this theme highlighted their specific 
fear of becoming a ‘recluse’ with IBS. The study used proportionate sampling 
of participant extracts for themes throughout the analysis.  
 
(4) Sufficient space must be given to the elaboration of each theme – Efforts 
were made to give justice to and fully elaborate themes. Extended space for 
provided to develop the analysis of particularly rich and insightful themes that 
emerged from the data. For example, the sub-ordinate theme ‘It’s weird this 
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whole IBS thing’ had an extensive discussion of the various facets around the 
perceived weirdness and ambiguity of IBS.  
 
(5) The analysis should be interpretative not just descriptive – An 
interpretative commentary followed each extract capturing participants’ unique 
contribution to the development and presentation of each theme. Detailed 
interpretations of the data helped capture the subtleties of participants’ 
accounts and efforts of meaning-making. Sustained efforts were made to 
exhibit the three levels of interpretation that are possible with IPA (Smith, 
2004). Smith considers the first level of interpretation to be social comparison. 
For example, interpretations revealed Rob (1408-1417) held negative 
comparisons with friends and held concerns about appearing weak and 
potentially incurring social rejection. The second level of interpretation 
concerned use of metaphor. For example, Keith (132-139) used the word 
‘trudge’ which metaphorically interprets his laboured, ebbing battle with IBS. 
Efforts were made to pursue the third level of interpretation and interpret 
participants’ identity/ sense of self issues. For example, interpretations 
revealed that Eric’s (201-214) enduring experience with IBS was eroding his 
pre-illness identity. Smith (2004) suggests student IPA projects should attempt 
interpretative analysis at the level of social comparison and if possible at the 
level of metaphor. However, in this study the researcher made rigorous efforts 
(where possible) to push analysis to the third level of interpretation.  
 
(6) The analysis should be pointing to both convergence and divergence – 
Efforts were made to illustrate convergence and divergence between 
participants across all themes. For example, in the subordinate theme 
‘unpredictability and the struggle to control IBS’ convergence emerged (for 
Jeff, Eddie and Rob) through interpretations bearing similarity with 
vulnerability, powerlessness and perceived lack of control over IBS 
symptoms. However, divergence was highlighted (within the same theme) by 
Eric (791-799) which through nuanced interpretation captured his urge to 
sever his emotional responses to his condition to pursue experiential relief.  
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The richness of the data permitted interpretation of the unique ways in which 
participants experienced and related to their condition. For example, Dave 
held a unique and recurrent concern with how bloating was affecting his 
desired self image. Rob’s strong, distinctive tendency for critical, polarised 
thinking about IBS and IBS experience stretched across his analysis. 
 
(7) The paper needs to be carefully written – Repeated efforts were made to 
draft and refine the paper. The detailed, evolving narrative traced the 
disempowering and compromising impact IBS had on participants and 
illustrated the challenges IBS presented for sustaining pre-illness identities. 
The analysis embraced the subjective difficulties of figuring out what to do 
about IBS, if anything, along with emotional upheaval this brought at times. 
The analysis tried to capture nuanced efforts to comprehend, adapt and come 
to terms with IBS and the extent to which individual participants achieved this.   
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5.0   ANALYSIS 
 
5.1   Overview 
 
After analysing all transcripts the emergent sub-ordinate themes were 
recorded chronologically on paper, in the order in which they were identified. 
Initially over one hundred sub-ordinate themes emerged. The list was then 
scrutinised, moving themes around mentally to help establish which themes 
gravitated towards each other (Smith, Flowers & Larkin, 2009). Efforts were 
made to structure and create links between emergent themes to highlight the 
most intriguing and important findings from the analysis. Sub-ordinate themes 
that were poorly evidenced were excluded from further consideration (Smith & 
Eatough, 2012). 
 
The three super-ordinate themes and their constituent sub-ordinate themes 
that emerged following analysis of participant transcripts are presented in 
Table 1. 
 
Table 1. Super-ordinate themes and constituent sub-ordinate themes.  
Super-ordinate themes Sub-ordinate themes 
Cognitive preoccupation 
Restriction, loss and identity 
IBS consumes and compromises me 
IBS threatens my relationships! 
Unpredictability and the struggle to 
control IBS 
‘I didn’t see the point’ 
Responding to my condition 
Can you recognise and meet my 
needs? 
‘It’s weird this whole IBS thing’ 
Dilemmas accepting and adapting to 
IBS as something given 
Coming to terms with IBS my way 
Concealment and negotiating 
disclosure of IBS 
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In trying to structure themes the researcher repeatedly checked that themes 
were emerging from the data (Willig, 2013). Abstraction, function and 
numeration techniques were deemed most appropriate for this data to 
establish connections between themes (Smith, Flowers & Larkin, 2009). 
Abstraction was involved in the construction of the first super-ordinate theme. 
Abstraction puts ‘like for like’ sub-ordinate themes together and establishes a 
new name for the cluster/ super-ordinate theme (p. 96). ‘Cognitive 
preoccupation’, ‘restriction, loss and identity’ and ‘IBS threatens my 
relationships’ were grouped together as they embrace the consuming and 
compromising impact of having IBS. For the second super-ordinate theme the 
sub-ordinate themes cluster together based on their specific function when 
‘responding to my condition’. Function was also the basis for constructing the 
third super-ordinate theme. Additionally, numeration served to select the most 
salient themes that were well grounded in evidence. Super-ordinate themes 
were given names that best embraced their ‘essence’ (Willig, 2013, p. 88). To 
try and establish links between sub-ordinate themes across cases some 
theme names were reconfigured or relabelled (Smith, Flowers & Larkin, 
2009). Efforts were made to interpret evolving participant narratives along with 
cross case comparisons of similarity and difference in themes.  
 
Each super-ordinate theme will be discussed in turn. This will involve 
analysing each constituent sub-ordinate theme belonging to each super-
ordinate theme sequentially. By analysing the evidence for each sub-ordinate 
theme based on selected participant extracts this will help reveal the range of 
views that emerged between participants and contexts. A key for interpreting 
interview transcript annotations and omissions follows below.  
 
 
5.2   Key 
 
“...” denotes a pause in speech of about 1 second. 
“…..” denotes a pause in speech of about 2 seconds. 
“[long pause]” denotes a pause in speech of about 5 seconds. 
“[]” denotes the emission of minimal encourager by the interviewer. 
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“[laughs]” denotes laughter. 
(Eddie, 234-235) denotes an example transcript extract. The participant’s 
name precedes the transcript line location. 
 
 
5.3 Super-ordinate theme 1: IBS consumes and compromises me 
 
This super-ordinate theme brought to light the intrusive impact and 
consequences of having IBS. IBS appeared to have an occupying, consuming 
presence which compromised the vitality of participants’ lives in many ways. 
The initial sub-ordinate theme embraced participant experiences forming 
cognitive preoccupations with IBS associated with a range of negative 
emotions. The second sub-ordinate theme encapsulates the restrictions and 
loss IBS imposed on participants’ ability to embrace activities along with 
challenges to identity. The final sub-ordinate theme concerned the threat IBS 
presented towards managing and sustaining personal relationships.  
 
5.3.1   Sub-ordinate theme A: Cognitive preoccupation 
 
All participants indicated forming cognitive preoccupations with their 
physiological symptoms as a consequence of having IBS. These seemingly 
involuntary cognitive preoccupations and increased attention to gut symptoms 
varied between participants but commonly were perceived as intolerable or 
threatening. Participants tried to seek relief from their negative emotional 
experiences associated with preoccupation through practical or psychological 
means.  
 
In the first extract Dave’s distress was associated with his preoccupation 
about his stomach’s bloated appearance. 
 
I always, I used to notice it when I went into bed because I’m basically taking 
off my shirt I’d see this bloated stomach and then I’d try and burp. [] So it’s 
almost more that I could see it, wanna get rid of it. [] But actually after a while 
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because it was distressing me quite a lot. It was, I’d almost forget about it. I’d 
take my shirt off and go straight to bed (Dave, 762-772). 
 
Dave seemed to appraise his appearance as intolerable or revolting. Dave 
appeared to be trying to obliterate the bloating (from sight and mind) perhaps 
to help manage his apparent intolerance, anxiety and shame. Dave’s 
externally-orientated use of language suggests his bloating seems strange or 
alien to him (‘this bloated stomach’, ‘it’). Consequently, Dave seems eager to 
reject or annex this part of him perhaps to protect an unsullied, more attractive 
self image. His urge to ‘forget’ (and/or sleep) seems akin to denying or 
pushing his bloating preoccupation outside of conscious awareness to try to 
diminish his emotional distress.  
 
Eddie’s sense of preoccupation was highlighted by a loss of practical and 
cognitive functioning which seemed intrusive, intolerable and inescapable. 
 
Well the biggest effect for that is err… it definitely effects my mood. [] I get… 
down. [] And erm… I get more irritable… more likely to lose my temper. I 
can’t, I try to carry on doing all the things that I do and I find everything quite 
difficult. Like decision making… [] I find it. I get really fuzzy in the head and 
can’t…make decisions (Eddie, 352-363). 
 
Like Dave, he seemed motivated to avoid dealing with his psychological 
difficulties. Eddie’s preoccupation held connotations with being a cognitive fog 
that descended on him, obscuring his clarity and ability to function. His 
disabling experience perhaps threatened an inherent masculine identity which 
values ability to manage one’s problems. His urge to vent irritation perhaps 
represented a ploy to empower himself and escape feelings of helplessness 
and low mood.  
 
Similar to Eddie, Eric’s preoccupation with physical distress was associated 
with significant impaired cognitive ability.  
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And even when you’re not going to the bathroom, bathroom you’re in 
absolute… agony in the gut area. And it makes it very, very hard to 
concentrate on anything else. [] Importantly during the day to day job and 
also… just to feel positive. [] and feel well about anything [breaths in sharply]. 
[] It’s just a constantly erm…. corrosive condition [] of the mind (Eric, 165-
179). 
 
However, for Eric there was a particularly strong sense of what IBS has taken 
away, such as the ability to sustain ‘positive’ emotions and concentration. He 
seems left with a compromised sense of agency and a simmering frustration, 
despondency and sense of powerlessness. His use of the word ‘corrosive’ 
conveys psychological debilitation as if preoccupation with IBS was grinding 
away and weakening his psychological resolve to cope. His enduring 
experience with IBS perhaps was eroding his sense of identity which was 
slowly being replaced by an encroaching illness identity.  
 
Rob’s preoccupation seemed all consuming and closely associated with his 
appraisal of being in a ‘bad’ illness state.  
 
If I’m in a particularly bad sort of… way. And then I’ll constantly be thinking 
about it. So…[] I’ll be thinking… this might sound crazy but I, I might be 
thinking I’m on a tube and I’m feeling really bad. [] And I’ll be thinking… can I 
make it to the, where I’m going or do I need to get off? [] I’m constantly 
thinking about that (Rob, 677-686). 
 
Rob seemed eager to manoeuvre away from his perceived vulnerability 
coping with his condition. Use of the word ‘crazy’ suggests concern that others 
may view his anxiety and worry as dysfunctional, strange or might question 
the realness of his condition and concerns. Rob seems somewhat lost in his 
own head. Perhaps his appraisal of ‘crazy’ thinking suggests he himself 
doubts the validity, clarity or direction of his thinking.  
 
Finally, Keith’s preoccupation conveyed an insecure, almost persecutory 
relationship with IBS. 
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Five day working week. And you have a… three good days on the trot. [] And 
you find yourself… kind of lulled into a false sense of security. And these, 
these, you can easily wake up on the Thursday having done everything… that 
you’ve done the… all week. The same. [] And suddenly think, oh…you know? 
And… then it kind of scares you backward a step so then the Friday you are 
even more… [] aware and cautious and guarded and even into the weekend 
(Keith, 524-537). 
 
Keith seems to perceive a threat of being swept away by symptom 
exacerbation. Perhaps he perceives symptom monitoring and preoccupation 
to provide a degree of safety with his condition. Similar to other participants 
his body seems to have a sense of agency outside of his influence or control. 
The ‘false sense of security’ perhaps alludes to distrust of his own mind and 
judgement about managing IBS. Keith seems to retreat into a defended, 
anxiety state associated with resumed cognitive preoccupation.  
 
All participants exhibited tendencies for experiencing involuntary cognitive 
preoccupation with gastrointestinal symptoms associated with a range of 
negative emotions (irritation, intolerance to anxiety and low mood). 
Participants in varying ways strived to manoeuvre away from their emotional 
and physical discomfort to pursue relief. Cognitive preoccupation was often 
associated with powerlessness and helplessness. Enduring experience of IBS 
seemed to challenge established identities. Some participants seemed to 
develop distrustful relationships with physical symptoms and their own bodies. 
 
 
5.3.2   Sub-ordinate theme B: Restriction, loss and identity 
 
All participants associated IBS with the restricted ability to engage with 
activities along with perceptions of incurred loss. IBS seemed to have the 
capacity to sully many areas of their lives, compromising opportunities for self-
nurture and realising positive emotions. Enduring experience of restricted 
living seemed to challenge pre-illness identities.  
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Eric’s extract captured restriction and compromised motivation for activity 
when IBS was bad.  
 
And then you eat or drink something that’s gonna set it off because you can’t 
really avoid it in those situations. [] You… it becomes almost a self-fulfilling 
prophecy. And then you end up with the symptoms after not too long which 
kind of ruins the event. [] And does put you off going to [] wanting to go out 
and do anything. You know? Other further socialising. You have to sort of 
force yourself to [] not become a bit of a recluse with it really (Eric, 201-214).  
 
Eric’s experience seems one of powerlessness and a growing despondency 
with symptom exacerbation. Eric struggles to freely engage with activities and 
extract emotional nurture from them. The word ‘ruin’, similar to the word 
‘corrosive’ used in his previous extract provides further evidence of Eric’s 
perception of IBS as a chronic, decaying condition and how this may be 
becoming assimilated within his identity. Eric (along with Keith and Jeff) held 
specific concern about becoming a ‘recluse’ with IBS. ‘Recluse’ (in this 
context) holds connotations with becoming an outcast, feeling pushed by 
illness experience further into isolation and potentially fuelling preoccupation 
with IBS.  
 
Jeff’s extract depicted invasive symptom exacerbation and the need to 
monitor his consumption.  
 
I can’t drink because of my stomach. [] And it’s not just, it makes my stomach 
worse. It makes my bowels worse as well. Anything that’s inside me… it’s 
gonna make that hurry up. If you know what I mean? My stomach and bowel 
flares up. [] So I don’t wanna go out drinkin’. I don’t wanna go… [] out for 
something to eat. Do you know what I mean? That’s mainly what people do 
with their social life innit? (Jeff, 406-419). 
 
There seems an ebbing sense of unfairness, missing out, and frustrated ability 
to embrace normal freedoms. Perhaps Jeff’s restricted ability to engage in 
social eating and drinking was hampering his ability to nurture a masculine 
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identity, through bonding with others and particularly other men. Jeff’s 
restriction and experiences of loss seem to have left him with a perception of 
being different, separate from others and perhaps alludes to a depleted sense 
of self. Jeff was keen to ensure I understood him which suggests need to 
have his reality with IBS validated by others. 
 
In a similar vain to Jeff, Keith reflected on loss and restricted ability to nurture 
a masculine identity through social activities as a young man.  
 
I was young [] I should have been going out to the pub and, and I like going 
out to, to gigs and that as it was… it should have been…[] kind of easy but it 
just became a kind of trudge… (Keith, 132-139). 
 
His ‘trudge’ experience suggests a frustrating, laboured effort and a 
consuming sense of inertia. Keith seems angry and struggling to accept what 
life with IBS withheld from him. Indeed, Keith reflects that life ‘should have’ 
been easy but perhaps this more accurately refers to a pre-illness capability 
unhampered by IBS. His extract leaves a sense of injustice, condemnation 
and mourning the loss of what could have been, of being able to embrace the 
freedoms of his youth.  
 
Several participants emphasised struggle engaging with work when ill with 
IBS. Eddie highlighted the value he placed on his ability to succeed at work on 
several occasions.  
 
I would… just… get through the day. [] I wouldn’t excel at anything [laughs] 
(Eddie, 433-435). 
 
Because you’re not really…. you’re really able to sort of… sparkle [laughs] 
(Eddie, 544-545).  
 
Eddie suggested he led an impoverished, joyless and handicapped existence 
working while struggling to cope with IBS. The terms ‘excel’ and ‘sparkle’ 
perhaps exemplify excellent, special achievement or value. Perhaps Eddie 
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was trying to display his strengths, to stand out and gain praise and validation. 
IBS seems to be restricting and frustrating his ability to nurture his self-esteem 
through performance and perhaps threatens his construction of a masculine 
identity. 
 
Across participants IBS seemed to compromise many facets of their day-to-
day lives, eroding motivation to remain active and promoted isolating 
behaviours. Enduring experience of restriction and loss brought a sense of 
defeatism and likely challenged personal identities over time. Failure to 
remain active in the face of illness may have been perceived as emasculating, 
weak and could have threatened self-esteem. There was a general struggle 
across participants to facilitate and realise positive emotional experiences 
while enduring the intrusive restrictions of IBS.  
 
 
5.3.3   Sub-ordinate theme C: IBS threatens my relationships! 
 
For all participants IBS threatened ability to engage in, negotiate and maintain 
personal relationships. The type of personal relationship and context varied 
between participants. Concerns about relationships and social identities were 
often associated with anxiety, frustration and ebbing despondency.  
 
Dave reflected on the tension and threat passing wind (to eradicate bloating) 
placed on his marriage.  
 
Particularly when I’m in bed and I fart. She finds that really unpleasant and 
she’ll give me a kind of slap around the head [shared laughter]. Erm… and 
that’s probably one thing I’ve noticed a little bit more. I have to be slightly 
more conscious about that (Dave, 348-352). 
 
Initially he seemed to try and laugh off the punitive consequences of farting 
perhaps to minimise perceived threat to his relationship. His implied ritual 
farting in bed could be a masculine behaviour, an act of deliberate risk taking. 
However, farting may potentially be hampering possibilities for romantic 
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intimacy. After his initial humour he begins to speak in a more serious, 
concerned tone which perhaps emphasises recognition of the strain his 
actions were placing on his relationship.  
 
By contrast, Eddie struggled to engage with others and communicate when 
feeling ill which seemingly tested the robustness of his personal relationships. 
 
So… personal, personal relationships do suffer and I… to help with the 
children. That suffers as well. The thing that I, I tended to do in the end… is 
erm… I wear a top with a hood on it. And if I’ve got my hood up… [] that 
means… I’m not really gonna answer … any questions. [] I know this sounds 
really self-indulgent and awful. But it’s all, it’s… it’s like… almost beyond…it 
was beyond me…to you know? If somebody asked me a question it would be 
like…well [sighs]… I don’t know? (Eddie, 365-376).  
 
Eddie suggested IBS frustrates him and fosters guilt about his ability to 
maintain his duties and identity as a father and husband. Wearing the ‘hood’ 
may be an attempt to hide, or shield himself from difficulties with 
communication and perceived pressure to respond. Perhaps he was ashamed 
at being disabled, or emasculated by illness in this way. The term ‘beyond me’ 
perhaps highlights the extent of his perceived inability to communicate. His 
difficulties may have been construed as a flaw in his relational identity, placing 
strain on his relationships and isolating him with IBS.   
 
Rob conveyed much anxiety about the disabling impact IBS had on his ability 
to maintain a desired social identity with friends.  
 
My body is starting to give up. It’s just like well…[] I felt …in that sense I felt, I 
felt rubbish. [] I’m not gonna be able to get the most out of this holiday. You 
know I’m gonna be a pain to everybody else… That’s a lot…I’m more… I hate 
feeling like a burden on people. So I think that’s one of the worst things really 
(Rob, 1408-1417).  
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Rob conveys a sense of powerlessness, defeat and an impoverished ability to 
embrace social freedoms. There seems a strong aversion to inconvenience 
others, to appear weak in managing his problems. Perhaps this compromises 
a desired masculine self image. The word ‘rubbish’ suggests worthlessness 
and provides increasing evidence of Rob’s critical, polarised thinking about 
IBS. He may perceive he is being ‘rubbish’ by inconveniencing others with his 
condition. IBS seems to threaten the strength and security of his friendships. 
Perhaps he fears judgement, rejection or loss of these relationships. Fear of 
losing relationships and his body breaking down could represent deeper 
existential concerns about imposed isolation, annihilation and death. 
 
Similar to Rob, Jeff seemed very concerned about his ability to maintain and 
potentially lose friendships.  
 
They think that like I’ve got a problem with them… rather than it’s my own 
personal problem. You know? [] I, it’s got back to me from a coupla friends 
that saying like, ah, he never wants to come out with us. Or don’t he like me? 
Or? [] You know? And it’s not that all. [] So you get other crazy stuff going 
through your head (Jeff, 678-689).  
 
Jeff seems worried and preoccupied that his friends have misconstrued his 
self-imposed removal from the social group (due to IBS). The words ‘own 
personal problem’ perhaps reflect an urge to hide IBS along with any potential 
shame this brings. Jeff appears isolated, vulnerable in his position outside the 
social group. IBS seems to compromise his ability to elicit nurture from 
interpersonal connections and secure his social identity. Jeff seems 
increasingly anxious and preoccupied with his ‘crazy’, disordered internal 
world. Perhaps ‘crazy’ refers to an evolving distrust of his mind, paranoia, or 
beginning to doubt the validity of his illness. Appraising one’s self as ‘crazy’ or 
mad could highlight internalised stigma about having psychological difficulties.  
 
Similarly to Jeff, Keith suggests lack of understanding about the impact and 
reality of having IBS can threaten his relationships. 
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So I sometimes felt that it was… [] erm… they, they didn’t really understand… 
[] too well… even with, with this kind of Fodmaps diet thing. They try… but 
they… you know? I’m still and mum will say… do you want sugar in your tea 
or something and dad will say ‘you can’t have sugar’. Yeah, I can have sugar. 
[] But… he’s kind of got it all twisted and, and back to front. So they try. [] But I 
think there’s a gap there. I don’t think probably anyone can really know just 
how bad it is unless they’ve… [] unless they’ve… been through it (Keith, 424-
445). 
 
Keith conveys a strong resignation about his parents’ failed efforts to grasp his 
experience with IBS. His father can not physically see Keith’s problem or 
appreciate where Keith’s vulnerability lies. His father’s confused 
comprehension seems to compromise the possibility of shared understanding 
about his IBS. The ‘gap’ in understanding conveys a sense of distance 
between them, a poor intersubjective connection which seems to leave Keith 
feeling annexed with his condition. His sense of isolation is reinforced by his 
appraisal that only subjective experience of IBS can facilitate real, authentic 
understanding of IBS and its severity for him.  
 
There seemed to be a general struggle to find the resources to facilitate, 
nurture and maintain personal relationships alongside the demands of coping 
and living with IBS. Across participants there was pervasive suggestion of 
something having to give and illness challenging the stability of established 
personal relationship dynamics and preferred social identities. For most 
participants the struggle to achieve shared understanding, strain or fear of 
losing relationships presented a sense of unfairness, alienation and concern 
about becoming further isolated and taken over by IBS. 
 
 
5.4 Super-ordinate theme 2: Responding to my condition 
 
This theme addressed a general need for participants to respond to their 
condition and pursue relief. There was difficulty and doubt knowing how to 
best respond to IBS and gain some sense of control to counter pervasive 
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disempowerment. The first sub-ordinate theme concerned the unpredictability 
of exacerbating IBS symptoms and the struggle to find effective coping 
methods. The second sub-ordinate theme addressed dilemmas about 
reaching out for external help. The final sub-ordinate theme concerned health 
professional recognition and responses to subjective participant needs in 
treatment for IBS. 
 
5.4.1 Sub-ordinate theme A: Unpredictability and the struggle to control IBS 
 
All participants referred to times when symptoms seemed unpredictable or 
outside of their control. There was confusion around triggers and the 
manifestation of symptoms. Participants conveyed concern and struggled to 
logically manage IBS symptoms. For example, all participants referred to 
anxiety-laden experiences of urgently seeking out toilets when diarrhoea 
seemed imminent.  
 
Jeff’s experience conveyed powerless and ineffective coping in response to 
urgent and impending diarrhoea. 
 
Like, I, they can’t direct me to something cause I can’t hold my toilet. It’s that 
bad. [] You know it’s not just diarrhoea. Ahhh, I’ll go in a minute sort of thing. 
It’s like [] It’s there and then and you ain’t got no chance. [] [laughs] so it’s 
really embarrassing to be honest (Jeff, 142-148). 
 
Jeff stated it was ‘not just’ diarrhoea perhaps to seek validation for the 
perceived seriousness and threat his condition brings, and also perhaps the 
ambiguity of his experience with diarrhoea. His appraisal that others could not 
assist him encapsulates the isolating and helpless nature of his experience. 
His extract suggests control over his bodily functioning can be ruthlessly taken 
away from him at times. His laughter may have been an attempt to make light 
of his futile efforts to cope with diarrhoea and diffuse embarrassment.  
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Jeff’s experience was reactive to IBS. In contrast, many participants 
emphasised a need to plan ahead. For example, Eddie seemed to be trying to 
pre-empt and contain any exacerbating gastrointestinal symptoms. 
 
I’m gonna do what I can do to get through this. You know? I’m not gonna… go 
out on a limb…[] So erm…so I was treading water for a while … (Eddie, 437-
442). 
 
He seems to be trying to survive an experience that was testing his available 
coping resources. Going ‘out on a limb’ and ‘treading water’ metaphorically 
suggest that overextending himself at work (when ill with IBS) is risky and 
presents a threat to perceived security. By holding back this seems to serve a 
protective function, or provides a sense of safety/ control over potentially 
exacerbating IBS symptoms and what this might mean for him.  
 
Rob tried multiple coping approaches yet struggled to manage the intrusive 
development of IBS symptoms.  
 
So it all sort of peaked at a time. [] Whereas, I was trying not to eat certain 
foods. And, and trying to be really good not drinking. All that sort of stuff. 
Increasing my exercise. [] Erm… it just worse and worse and worse [laughs]. 
[] So that’s when you start doubting what people are telling you…you, you, I 
couldn’t find… a pattern. I couldn’t find… and it was really like… annoying me 
(Rob, 61-72). 
 
Rob seems frustrated and helpless in controlling his symptoms as if they were 
exacerbating of their own accord. Rob (similar to Jeff) seemed bemused at 
the unfairness, futility and failure of his well-intentioned coping efforts. His 
struggle to logically cope with symptoms seems to be contributing to a 
growing sense of vulnerability with IBS. His doubt about received advice 
perhaps left him feeling increasingly isolated with IBS. Rob’s use of the term 
‘really good’ contrasts with the word ‘rubbish’ (theme ‘IBS threatens my 
relationships’) perhaps suggesting he appraises these kinds of experiences in 
polarised ways, reflecting the levels of distress they evoke.  
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Like Rob, Eric referred to efforts to apply logic to best cope with IBS.  
 
If my response to the condition was gonna be like an android or... [] You 
know? Logically thinking robot rather than a complicated emotionally… you 
know? [] Difficult human being then…then perhaps…[] A whole, my own 
experience would be a lot easier (Eric, 791-799). 
 
Eric struggled to meet perceived demand for very mechanical, emotionless 
(‘robot’) responses to coping which seemed fused with difficulties deciphering 
and managing his complex emotional life. Eric implies an urge to cut off his 
emotional responses to his condition and perhaps sabotage a significant 
aspect of what it is to be a human to achieve experiential relief. Eric’s 
experience conveys pessimism, desperation and ongoing, unfair suffering with 
IBS.  
 
Like other participants Keith’s experience initially depicted an unfair struggle 
to manage the unpredictable triggering and manifestation of symptoms.  
 
So I’m, I’m… more than happy to work really, really hard and… you know? 
And achieve a goal and put everything towards it. And then… [] the concept of 
unpredictability coming in and saying… doesn’t matter how hard you work. 
Doesn’t matter what you do. There will be a variable you’ve got no control 
over. Yeah, it was destabilising. [] And erm… when you feel like you’ve got a 
bit of that control back that’s, that’s kind of heartening that is…(Keith, 911-
921). 
 
IBS seemed to have the capacity to take on its own sense of agency and 
manifest independently of Keith, who felt like a passive host. His 
compromised ability to influence his physical symptoms suggested a 
disconnected, almost dissociative mind-body relationship. The uncontained 
‘variable’ presents a threat that could create havoc at any time. His 
recognised lack of control perhaps compromised his ability to ground himself 
and quell his anxiety. However, in contrast with other participants Keith 
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conveys a greater shift towards empowerment, establishing more control and 
ability to manage his symptoms. 
 
All participants expressed pervasive helplessness and vulnerability coping 
with exacerbating and unpredictable gastrointestinal symptoms. At worst, 
effective coping with IBS seemed beyond the realms human logic and control. 
For some participants IBS symptoms seemed to manifest of their own accord, 
appearing to take on their own agency and compromising sense of security. 
Enduring feelings of powerlessness seemed to contribute to growing 
despondency and futility about how to cope with IBS. However, Keith’s 
experience illustrates how empowerment can emerge from developing an 
increased sense of efficacy to better control IBS symptoms.  
 
 
5.4.2 Sub-ordinate theme B: ‘I didn’t see the point’ 
 
All participants struggled with individual dilemmas about reaching out for help 
from health professionals and what this might entail. These dilemmas seemed 
tied up with conflicts and tensions around what to do about IBS if anything. 
Some participants suggested having normalised distress with IBS over time 
which seemed to have informed help seeking attitudes. 
  
Keith abruptly shifted emphasis to discuss self-management of symptoms. 
This may suggest a bias in his thinking and which allows him to relinquish his 
dilemma about reaching out for help. 
  
So… [] the motivation to keep going was… was kind of  lower… but erm…[] 
IBS it’s… the, the fact that…in the very early days. They talked about a drug 
called Buscapan. [] And now you can pick it up off the shelf in saver centres. 
In Sainsbury and Tesco. [] You don’t even have to ask for it over the counter. 
It’s right there on the shelf. You know? [] That… that was the kind of cure all 
drug to begin with. [] Erm…so…you didn’t have to ask for help (Keith, 711-
728).  
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His emphasis on not having ‘to ask for help’ may suggest an aversion or fear 
of feeling shamed about asking for help. Possibly he did not recognise the 
value in asking for help or how others could help him. Getting drugs ‘off the 
shelf’ depicted ease of access and perhaps protects against exposing his 
condition to others. Keith’s urge to autonomously cope with symptoms and 
defend Buscapan’s effectiveness may also reflect perceived masculinity 
pressures to be self-reliant when managing one’s problems. Keith’s sense of 
apathy and efforts to avoid inconveniencing himself were a reoccurring theme 
across his analysis.  
 
Eric’s dilemma is one of passively avoiding help seeking in preference of 
independent internet-based research into IBS. 
 
And then I think… you know? I’ve gone through long periods of where I’ve just 
not bothered. But I didn’t see the point… in [] pushing it. [] Ah, of course in that 
time the internet has massively filled a huge gap in all of our medical 
knowledge (Eric, 624-631). 
 
There is a profound mental blankness and ebbing despondency about 
seeking help. Eric seems emotionally cut-off from recollections of his 
experiences. His use of the term ‘pushing it’ implies a struggle to assertively 
pursue help as if there was an obstruction in his way. His struggle for 
motivation seemed coupled with downplaying (‘didn’t see the point’) the 
significance of his needs and difficulties. Eric alludes to having shifts in 
attitude about help seeking which suggests this is a dilemma that he revisits 
over time. His recognised lack of knowledge about IBS seems to have 
informed his passivity and sense of being unconvinced about help seeking. 
Eric’s preference for independently gaining internet-based knowledge could 
be viewed as a potentially non-shaming alternative to asking another person 
for help.  
 
Jeff was caught in a similar dilemma to Eric about whether to remain passive 
or assertively push for treatment. 
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Sometimes maybe where I am used to things…[coughs]. I’m kind of… I don’t 
push, push things as much as I maybe should. [] Don’t know why? (Jeff, 1236-
1240). 
 
Jeff seemed bewildered and lacking awareness about his low motivation for 
needing help. His sense of helplessness and inertia may have been 
associated with normalising, or becoming resigned to having IBS. His mildly 
dissociative relationship with his IBS experiences perhaps was his only 
obvious means to psychologically cope with IBS.  
 
Rob’s dilemma was about passively accepting IBS or proactively seeking 
treatment. 
 
Until I managed to come in here and actually do something [] pro-active about 
it. I think it, it needed to be really, really dramatic for me to even, for me to, to 
think that I needed to come in to… [] It had to be… because I’ve lived with it 
for so long. [] It just felt normal. [] So… it had to be something… that was 
really bad pain for long period of time before I would do anything about it… 
(Rob, 1019-1032).  
 
Rob’s dilemma seemed entwined with need to justify help seeking if his 
symptoms were sufficiently alarming and intrusive. Perhaps Rob feared 
appearing unmanly or weak in his inability to tolerate discomfort which may 
have compromised previous help seeking efforts. Perhaps in the past he felt 
there was little he or others could do about his IBS which would suggest 
having adopted an attitude of learned helplessness. Whereas, Jeff was 
outwardly critical of treatment Rob is self-critical about his own passivity. 
However, for both Jeff and Rob their critical attitudes may partly stem from the 
frustrations of living and coping with IBS. Rob seems conflicted about whether 
to normalise and accept helplessness with IBS, or to negotiate an escape 
from his plight by validating his needs and empowering himself through pro-
activity. 
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Struggles to resolve help seeking dilemmas were highlighted by all 
participants and there was a recurring sense of helplessness with IBS. Eric’s 
appraisal ‘I didn’t see the point’ conveys the poor motivation and common 
efforts across participants to coolly downplay need to go beyond self-
management and seek professional help for IBS. For many participants 
passive attitudes towards help seeking seemed associated with enduring 
experience with IBS and normalising having the condition. Normalising efforts 
seemed associated with degrees of learned helplessness with IBS which 
perhaps provided the most convenient and/or obvious means to cope with the 
anguish and suffering with experience of IBS. However, Rob recognised and 
validated his need for help with IBS which provided meaningful direction and 
helped alleviate his stuck predicament with IBS. 
 
 
5.4.3 Sub-ordinate theme C: Can you recognise and meet my needs? 
 
All participants highlighted varying levels of success trying to get their 
individual needs recognised and met in treatment with health professionals. 
Participant needs ranged from practical symptom management to emotional 
and relationship needs.  
 
Dave seemed to be trying to getting his treatment needs met on his terms.  
 
And if, I and I suppose if someone said the major thing that you can do about 
this stuff is change your diet I don’t want to hear it [laughs]. Having said that, 
the irony was, the one thing she said was don’t eat so much fruit in the 
morning. Erm… which I’ve done. Don’t, I don’t have a smoothie in the morning 
(Dave, 1092-1097).  
 
Dave seems resistant to the notion that his IBS difficulties may be associated 
with his dietary choices. He suggests an urge to reject treatment advice and 
seems bothered by implications that he was not doing enough to help himself. 
Dave’s unwillingness to sacrifice his dietary freedoms may have seemed 
unnecessary or unfair to him. However, his resistance could, in a way, be 
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reinforcing a sense of helplessness with IBS. Dave’s partial and covert 
acceptance of advice (‘don’t have a smoothie’) seems to have been taken 
retrospectively which perhaps does not outwardly display a strong need to 
accept help. His dismissive and somewhat combative stance could have been 
an effort to empower himself and escape vulnerability exposed on reaching 
out for help.  
 
In comparison, Eric conveyed enduring disappointment trying to get his needs 
recognised and met in treatment which seemed to have engendered a 
simmering resentment. 
 
Not, and then going to speak to doctors and GP’s. Even today… still not really 
getting what I call… the very knowledgeable… even now… the particularly 
interested kind of response from the NHS. I think… it’s always, I’ve always got 
the impression that… particularly for general practitioners that it’s not 
something that you know an awful lot about (Eric, 66-73). 
 
Eric seems to perceive a lack of interest to engage with him and his concerns 
as rejection, dismissal and not being adequately seen. Eric appears to 
question whether the health professionals themselves know what they are 
talking about. Treatment seems to have failed to provide convincing answers 
or a plan to tackle IBS which perhaps contributes to his sense of vulnerability 
with IBS. Perhaps Eric is implying IBS is too complicated for himself or the 
professionals to comprehend. There is a suggestion Eric believes he can not 
be helped which depicts him as a somewhat abandoned, isolated and 
despondent figure. Perhaps Eric’s projected displeasure represents an effort 
to empower and defend himself in the face of disempowering treatment, 
illness and relationship experiences.  
 
Jeff struggled to receive to validation and recognition that his IBS concerns 
and treatment needs were real. 
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You’re thinkin’ do they believe you? And…they think I’m making it up. [] Like… 
do, do you think you’re trying to put it on to sound worse? You’re thinking… 
you’re over-thinking (Jeff, 889-893). 
 
There is implied conflict between Jeff and his doctor around who, or what is 
responsible for Jeff’s IBS difficulties. Perhaps Jeff construes blame for having 
IBS, or feels accused of inventing or exaggerating his difficulties. Jeff seems 
frustrated and anguished trying to communicate that IBS is something 
genuine, that acts upon him and which he struggles to have influence over. 
‘Over-thinking’ seems to imply that his thinking is a liability in some way 
(similar to his past appraisals of having ‘crazy’ thoughts). Not being believed 
perhaps shifts the emphasis from IBS being a problem with real physiological 
symptoms towards primarily being a psychological problem, or an unreal 
creation of the mind.  
 
In contrast, Eddie’s dietician effectively recognised and met Eddie’s needs for 
practical guidance on symptom management and provided understanding and 
validation of his experience with IBS. 
 
And she, she talked me through everything and… pointed out where I was 
going wrong. Things that I excluded… she said no. She gave me a book with 
everything in it. [] It was all written there. So that was brilliant. She understood 
exactly what I was talking about as well and erm... (Eddie, 222-230). 
 
Eddie emphasised the quality of effective communication and seems 
emotionally contained by the relational support. Perhaps receiving direction 
about past mistakes with IBS countered his uncertainties about what to do 
about IBS. Receiving the ‘book’ seemed to provide concrete guidance or 
something logical to rely on. In contrast previous participant extracts, Eddie 
seems more aware of the choices he is able to make to help himself.  
 
Keith’s emotional and relationship needs were of significant importance and 
were thoughtfully recognised and met by his GP. 
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He actually took the time to say… oh, that’s not good. That’s not right. Oh, no, 
no…[] ah… yeah. That’s… clearly something wrong. Rather than just charging 
head strong, sorry head first into… [] Erm… the, the kind of… trying to fix it. 
So it, a real identification with, with the impact it was having. [] The kind 
then…showed the…bit of thought into, kind of…what he considered to help it 
rather than…just…[] take these pills and then those pills and then, then it’s 
just a course of treatment (Keith, 667-681). 
 
Keith appreciates his doctor’s considerate efforts to validate his problem and 
empathise with his IBS experiences. His positive intersubjective connection 
with his doctor seems to embrace and contain a vulnerable part of Keith’s self. 
This may allude to insecurity about extracting nurture from relationships and/ 
or past unmet relationship needs. Contrasting his positive, inclusive 
relationship experience with perceived impersonal (‘head first’, ‘fix it’) 
treatment Keith may highlight his preference for personal input and 
collaborative involvement with treatment. It seems more important for Keith to 
feel recognised and seen by his doctor rather than solved, processed or given 
practical guidance. 
 
This theme highlighted the importance of health professionals recognising and 
responding to patients’ subjective treatment and relationship needs. Needs 
ranged from very practical guidance, to feeling understood by health 
professionals and having their concerns validated as significant. Across 
participants there seemed to be implied vulnerability and discomfort engaging 
with professional help. Some men, more than others seemed to have difficulty 
communicating and extracting what they needed from treatment. Engaging 
with help seeking seemed disempowering for some participants and perhaps 
threatened self-reliant masculine identities. Emotional containment in 
relationships seems particularly important given the pervasive vulnerability 
participants have expressed about having IBS echoed across their analyses.  
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5.5 Super-ordinate theme 3: Coming to terms with IBS my way 
 
This theme emphasised participants’ efforts of meaning-making to subjectively 
come to terms with their condition. The first sub-ordinate theme concerned 
efforts to comprehend the weird and ambiguous aspects of having IBS. The 
second sub-ordinate theme concerned the dilemmas and issues accepting 
and adapting to life with IBS. The final sub-ordinate theme concerned coming 
to terms with disclosure of IBS.  
 
5.5.1   Sub-ordinate theme A: ‘It’s weird this whole IBS thing’ 
 
All participants struggled to comprehend the ambiguity and weirdness of IBS. 
Participants often focused on IBS presentation and/ or cause to strive to make 
sense of their condition and feel more at ease and less bewildered with IBS.  
 
‘It’s weird this whole IBS thing’ was how Jeff described his general confusion 
and suspicion comprehending the dynamic change in his symptoms.  
 
Yeah, well… because it’s weird this whole IBS thing. Because my symptoms 
have changed. Changed. [] I just think. How, how can you say it’s like the 
same thing? [] You know? Maybe I’ve got another problem somewhere (Jeff, 
1041-1048). 
 
Maybe IBS seems weird to Jeff because IBS seems to be occupying his body 
and manifesting of its own accord. IBS seems like an affliction to Jeff, with its 
own nature that he feels helpless to influence. Jeff is calling attention to the 
weird, ominous and unknown aspects of his condition that seem to be 
preventing him from feeling settled. It seems weird and nonsensical to Jeff 
that his IBS diagnosis can remain fixed despite recognised change in his 
symptoms. Jeff seems to be trying to reduce the anxiety and ambiguity of his 
condition by holding out hope for a different, more convincing problem. This 
perhaps implies an urge to reject the weirdness and obscurity of IBS.  
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Similar to Jeff, Dave endeavoured to unravel the weirdness around his 
ambiguous condition and its cause using rational deduction.  
 
I think, well, I think it’s one of those things, when something’s going weird with 
you… it’s the same with my back. It’s like you want to… I’ll think what’s 
explanation for it? And whatever the explanation is you just want to know and 
is it something genetic. And I just remember thinking, ‘oh my mum’s had this’. 
That might make some sense (Dave, 394-400). 
 
His eagerness to establish a frame of reference (e.g., ‘something genetic’) 
seems motivated to rid himself of the weird, ambiguous and unknown aspects 
of his condition. Dave suggests that his weird condition has been bestowed 
upon him and hence, is not of his generation or choosing. Dave’s efforts to 
obliterate the weirdness seem akin to previous discomfort with his bloated 
appearance. Finding comparison with his mother’s condition seems to 
normalise his experience and perhaps reduces the sense of helplessness and 
not knowing. Perhaps his comparative reasoning diminishes potential for 
being socially judged for having a weird or abnormal condition. Dave seems 
reassured that his issues might be genetically caused and hence perhaps 
impossible to avoid and not his responsibility.  
 
Eric’s struggle to understand IBS cause was associated with perceived lack of 
definition of IBS compared with similar conditions.  
 
Erm… so… I, it’s, the problem with it in many terms. Also with IBS it’s an 
umbrella term for a whole range of conditions [breaths in]. And trying to 
actually [breaths in sharply] focus down, drill down into the one main thing 
that’s been causing you the problems []. It’s, it’s like trying to nail jelly to the 
wall (Eric, 721-727).  
 
Eric conveyed an urge to go beyond superficial labels, to coral and establish 
more precise causal explanation. His efforts seemed to project an implicit 
desire for certainty, reassurance and an escape from anxiety and not 
knowing. Perhaps it is weird that despite his ardent search he can not find the 
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answers he wants, leaving him feeling stuck. A degree of despondency seems 
to recur in his self-report, and emerges here as perceived futility at trying to 
establish a convincing cause for his IBS. Indeed ‘trying to nail jelly to the wall’ 
metaphorically creates a weird, ridiculous image and seems practically futile 
and impossible. The lack of fixity and rigidity of jelly perhaps alludes to an 
implicit desire for support to cling to, to ground himself while dealing with the 
ongoing, tempestuous uncertainties of his condition.  
 
In contrast, Eddie seemed to be challenging assumptions that IBS is a 
condition that generally affects women and comes with bloating.  
 
I didn’t think it was IBS because the general thing about IBS is yogurt and 
bloating and women basically. [] You know that’s the general idea that you get 
bloating. Everyone is obsessed with going on about this bloating thing and I 
didn’t ever get bloating (Eddie, 799-805). 
 
What seems weird for Eddie is that his experience of IBS presents a different 
reality compared with his existing preconceptions about who gets IBS and 
how it presents. This seems confusing for Eddie and perhaps leaves him 
feeling separate from others with IBS. Perhaps he sees himself as weird for 
having a condition that he believes should not apply to him. Similar to Dave, 
Eddie is struggling to establish a frame of reference or familiarity to build an 
understanding of his ambiguous condition. Eddie seems preoccupied with his 
absence of bloating which could suggest some cognitive inflexibility on his 
part. He seems frustrated and struggles to give his condition an identity that 
he can comprehend and accept.  
 
Perhaps IBS is weird for Rob because it requires a complex personal 
understanding that brings together multiple contributory factors. 
 
It has to, I have to have… you know there’s part of me from him, and part of 
me from my mum. My mum is a huge worrier. She worries the whole time and 
frets the whole time. [] So a combination of having some genes that make me 
worry and… [] and having a bad stomach when you, you know intolerance to 
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certain foods may be slightly erm… has maybe… made me who I am now 
(Rob, 816-827). 
 
Rob seems to be highlighting the importance of his inherited parental traits 
(aspects of nature) along with the vulnerabilities they bring. However, he also 
alludes to choice for managing food intolerances (aspects of nurture) which 
conveys an awareness of his responsibilities and ability to influence IBS.  
Therefore, in contrast with other participants Rob combines both nature and 
nurture elements to establish an integrated and arguably more holistic 
understanding of his condition. Rob’s words ‘made me who I am now’ suggest 
IBS holds much importance for how he defines his identity. Although he 
alludes to having some influence over his condition it seems that IBS is very 
much something he has been given. 
 
There was a general urge to explain a condition with an unknown and 
ambiguous cause. Anxiety, confusion and an intolerance of uncertainty were 
common. To varying degrees, participants viewed IBS as an unwelcome 
affliction, with given aspects that they were not responsible for creating.  
The weirdness of IBS and the invisibility of symptoms seemed to frustrate 
ability to establish a simple understanding for IBS that was wholly convincing.  
Thus, the weirdness may be tied up with the complexity of IBS. Subjective 
understanding of IBS may require flexible consideration of aspects of nature 
and nurture, helplessness and influence, blame and responsibility. Perhaps 
Rob conveyed the strongest attempt to reach a holistic comprehension of IBS 
that constructed a personal understanding that integrated multiple factors. 
 
 
5.5.2   Sub-ordinate theme B: Dilemmas accepting and adapting to IBS as 
something given  
 
All participants suggested being embroiled in dilemmas and experienced 
tensions accepting and adapting to having IBS. The responsibilities for 
managing the given aspects of IBS was often resisted, seemed unfair at times 
and for some clashed pre-illness freedoms in life.  
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Eddie’s dilemma was whether or not to accept strict adherence to a safe diet 
to help cope with IBS. 
 
Like…erm… there are all sorts of things like oats and stuff like that I’m 
supposed to eat but can’t. [] But every now and again I think… well maybe… 
you know? I should try to eat them because… they must be fine. I, you know? 
Because it’s difficult to hold on to the fact that no you can’t (Eddie, 516-519). 
 
Eddie tried to justify deviating from his safe diet. However, perhaps he is also 
choosing to relinquish responsibility for managing IBS. It seems he was trying 
to push restrictions and choice temporarily outside of conscious awareness. 
Perhaps he viewed his strict diet as a restriction of freedom or an injustice. 
Therefore, perhaps he was reacting to the given aspects of IBS that can not 
be influenced (i.e., some things he can not eat). His reckless, aberrant 
behaviour seems like a self-destructive reaction perhaps associated with the 
idea that his choices are relevant. Perhaps he was testing the boundaries 
about what he could get away. Or there was a yearning to reclaim a lost part 
of himself, to reconnect with an old carefree reality. There seems to be 
tension integrating and accepting those aspects that are given by IBS and 
those that can be influenced. 
 
Similar to Eddie, Rob had a dilemma about choosing whether to stick rigidly to 
a sensible diet or risk eating ‘crap’ food. 
 
When you feel fine. It’s hard. It’s hard for me anyway to actively do something 
about it by cutting out the crap. [] When you are feeling good. Because you 
just want to be normal again (Rob, 208-212). 
 
The urge to eat ‘crap’ may represent pursuit of perceived liberties inherent to 
a masculine identity. In contrast to Eddie, Rob alludes to having two 
conscious realities (when feeling good and bad) both with different mentalities. 
Perhaps ‘feeling good’ represents a forgetting state where he can escape the 
confines of IBS and coping requirements for a while, to feel normal and 
carefree. Perhaps what is ‘hard’ for Rob is accepting the reality that the given 
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aspects of his condition (e.g., dietary restrictions) may compromise his quality 
of life at times. The given and choice aspects of his condition seem split, not 
integrated in how he adapts to, and manages life with IBS. This contrasts with 
Rob’s more holistic understanding of IBS highlighted in the previous sub-
ordinate theme.  
 
In contrast, Dave’s dilemma was whether to accept the given reality that IBS 
has led to a change in toilet habits.   
 
It’s just weird that one of things that I have to do is wipe my bum. I just 
remember thinking [] I literally never heard of anyone else that does this. 
There may be millions of people do it. And I’ve got no idea. [] That did felt 
weird that I was doing it. (Dave, 1241-1246). 
 
Dave seems anxious, uncomfortable and objecting to imposed responsibility 
for managing ‘wiping’ needs. Similar to Eddie, Dave does not seem to have a 
holistic appreciation of his condition because he struggles to recognise the 
benefits of making good choices to responsibly manage IBS. By comparing 
his wiping habits with others perhaps Dave was trying to normalise his habits, 
to diminish their ambiguity and sense of feeling separate from others. Perhaps 
Dave was concerned with potential judgement for appearing preoccupied with 
bowel issues which could be shameful or expose him as different. Similar to 
previous extracts Dave seems very eager to rid himself of the weirdness, this 
time as a means of resolving his dilemma. His desired/ pre-illness identity 
could have been under threat by the encroaching weirdness associated with 
his adaptive coping behaviours.  
 
Eric’s dilemma was whether to choose to maintain self-management of IBS or 
hold out hope for an external cure.  
 
I am where I am and… I’m just gonna have to get on with it now. [] Until erm... 
some massive medical breakthrough in [] understanding of the whole central  
nervous system and how it links to your gut. It’s just [laughs]. Until there’s 
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some, some breakthrough on that. You know? They tell you… [] I can sort it 
out now… with a magic drug or whatever (Eric, 601-613). 
 
Eric initially conveys some evidence an integrated acceptance of the given 
aspects of IBS along with recognised responsibility for coping with his 
condition. However, Eric rapidly shifts perspective to highlight his desire for a 
‘cure’. Therefore, he appears to relinquish personal responsibility for 
managing IBS which might suggest his acceptance of IBS is fragile or 
transient at times. Eric’s hope for improved understanding or a ‘magic drug’ 
perhaps represents an urge to escape, or transcend the reality of having to 
accept, and responsibly adapt to the given aspects of IBS. Perhaps an 
external cure represents a fervent desire to be rescued from his vulnerability 
with IBS by some external, omniscient protecting force. However, Eric’s 
laughter seems cynical and again highlights his recurrent futility about 
successfully getting to grips with IBS.  
 
Similar to Eric, Jeff’s extract concerned fluctuating attitudes of acceptance for 
having IBS. Jeff’s dilemma highlighted ambivalence about whether he or the 
health professionals who treated him were responsible for managing his 
condition. 
 
What, what, what do I do? Live like this forever? [] I don’t know?  
But then I think to myself well, maybe they’ve done everything they can… and 
I have just got to live with it. So that’s why I’ve sort of adapted my life around it 
(Jeff, 1252-1256). 
 
Jeff initially conveys anguish, helplessness and feeling trapped with his 
punitive and ongoing experience with IBS. Similar to Eric, it seems Jeff was 
looking for a rescuer (from the health service) but appears abandoned and 
seems resigned to his fate. Jeff hesitantly but gradually moves towards a 
position of greater acceptance for his seemingly inescapable condition and 
begins to embrace the responsibilities for management and adaptation that 
come with it. 
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Participants exhibited varying degrees of difficulty moving towards acceptance 
of IBS that combined an integrated view of the given aspects of IBS and those 
which can be influenced. Acceptance of IBS, assuming ongoing personal 
responsibility for choices and coping needs was not an easy, clear cut 
decision-making process for these men. It was a process often fraught with 
dilemmas, resistance, and perceived unfairness. Vulnerabilities associated 
with these struggles and dilemmas were often implied and somewhat muted 
which perhaps protects any outward appearance of weakness. For most 
participants there was a wavering but enduring attraction to escape the harsh 
reality of life with IBS. Urges to realise temporary relief from IBS and engage 
with old freedoms seemed associated with memories of pre-illness identities. 
 
 
5.5.3 Sub-ordinate theme C: Concealment and negotiating disclosure of 
IBS 
 
All participants implied or explicitly made efforts to conceal or avoid direct 
disclosure of IBS. Participants conveyed difficulty coming to terms with how 
best to disclose their condition to others. There were shared concerns about 
how disclosure might be construed by others, possibly inviting stigma and 
could be shameful.  
 
Keith’s careful disclosure of his condition involved use of ‘euphemisms.’  
 
I used to still kind of… euph, euphemisms like feeling unwell, or nausea. [] Or 
your nausea rather than… saying… I’ve got diarrhoea. Because there’s an 
element there of, of…[] … like one of [laughs] the more comical kind of 
afflictions to the people that haven’t… kind of suffered with it. So…[] there’s an 
element of embarrassment there and… and kind of you, you… you try… to, to 
kind of make light of it (Keith, 603-616). 
 
Keith’s indirect disclosure of diarrhoea using more palatable labels perhaps 
represents subtle efforts to manoeuvre away from threat of social ridicule and 
shame. Keith highlights his recurrent concern with encountering poor 
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understanding, acceptance and perhaps stigma from people who do not have 
IBS. Keith’s laughter perhaps aimed to diffuse potential IBS stigma, downplay 
any concerns about disclosing a bowel-related condition and protect an 
outwardly robust masculine identity. Perhaps humour represented a ploy to 
laugh with the others rather than becoming an isolated, emasculated focus of 
ridicule.  
 
Similar to Keith, Rob made efforts to negotiate disclosure by choosing his own 
label for his condition.  
 
And they’ll say it quiet. Do you think you’ve got Irritable Bowel Syndrome? 
Like, and you’ll be like whenever I say I’ve got a bad stomach and then I’ll be 
like, yeah I probably have yeah. I’ve got a sensitive… I then I’ll try and, maybe 
try and deflect (Rob, 538-543). 
 
Reference to IBS in hushed tones perhaps mutes potential shame of exposing 
IBS and implying awareness of an undercurrent of IBS stigma. Similar to other 
participants there seemed a subtle urge to conceal or manoeuvre away from 
admitting having IBS. Rob conveys ambivalence by switching labels (‘bad 
stomach’ to ‘sensitive’) as if he himself was unconvinced or uncomfortable 
with his choice. Rob’s subtle deflection from discussing IBS may have 
minimised chance of feeling shamed and avoids stigma.  
 
In contrast, Dave distinguished differing attitudes about disclosing IBS in 
intimate versus public contexts. 
 
And I am very open with things. [] Other chaps will talk about. So it’s not 
really… I never found it an embarrassing thing to talk about. [] I wouldn’t talk 
about in a room with twenty people but when I’m one on one with close mates 
I’m more than happy to talk about it (Dave, 287-294). 
 
Dave initially seems to be promoting a desired self image of appearing strong, 
open and unashamed to discuss bowel issues. Although later his implied 
discomfort with wider disclosure seems to contradict earlier suggested 
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immunity to IBS embarrassment. Perhaps his contradiction implies bowel-
related stigma impacts upon his thinking in a covert manner, slightly outside of 
full conscious awareness. Also, the previous sub-ordinate theme highlighted 
Dave’s discomfort with the weird and potentially stigmatised aspects of IBS. 
Contradiction could imply Dave has not fully come to terms with how to best 
disclose IBS. Dave’s preference for intimate disclosure could imply trusted 
friends might better understand his experience and condition. Perhaps with 
them there is reduced chance of experiencing negative reactions and shame.  
 
Eddie most explicitly stated IBS was something to be concealed (in a work 
context). 
 
Eddie: And it’s… [] not the kind of thing that you really go in and say oh I’ve 
got IBS… by the way. [] You know? Is it okay if I’m near the loo because I’m 
going to have to go that often. It’s not something… you can really be 
that…sort of open about… and if you do tell them… anything. Which you have 
to in the end. They just look at you like… you know? You’re basically a skiver 
who’s not really got what it takes. [] You know? It’s not, it’s not great.  
Interviewer: Hmm… what’s it like to get that sort of response? 
Eddie: It’s sort of humiliating really. Really humiliating (Eddie, 894-908). 
 
Eddie seemed to ridicule and mock divulging IBS coping needs as if they 
might invite negative judgements about being a demanding or needy person. 
Unlike the other participants, Eddie experienced explicit pressure to disclose 
his condition. His interpretation of belittling character judgments suggests 
concern with being judged weak, idle and uncommitted which perhaps 
threatens his self-esteem and self-worth. Eddie initially seems to downplay 
shame associated his exposure (‘it’s not great’) before openly admitting to 
humiliation. His experience seems one of being castigated, emasculated and 
perhaps perceives loss of respect and status among colleagues.  
 
All participants referred efforts to conceal or evade direct disclosure of IBS. 
Some participants were explicit about rejecting seemingly shameful or 
stigmatised labels. Others more subtly opted for non-shaming labels, or 
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downplayed/ laughed off discomfort with IBS disclosure. Behind disclosure 
concerns seemed to be fear of embarrassment, bowel-related stigma and 
desire to protect hardy masculine identities. It seemed these men lived with 
the burden and threat of feeling shamed and vulnerable if IBS was exposed 
for scrutiny. Participant efforts to conceal IBS may imply degrees of 
unwillingness to come to terms with and accept the condition. This may leave 
men feeling conflicted, isolated and somewhat stuck with IBS. 
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6.0   DISCUSSION 
 
6.1   Overview 
 
This study endeavoured to explore adult male experiences of having Irritable 
Bowel Syndrome (IBS), managing and help seeking for the condition. A 
personal reflexive statement was drafted to identify any researcher 
presuppositions and biases about IBS. This helped position the researcher in 
relation to IBS for all subsequent stages of the research process. Following a 
critical review of up-to-date IBS literature this helped expose the research gap 
and addressed the need for a study of adult male experiences of having IBS. 
The researcher engaged in a process of epistemological reflexivity by 
considering the various approaches and methodologies available to best 
answer the research question. A qualitative approach was selected using 
semi-structured interviews in conjunction with interpretive phenomenological 
analysis (IPA) as the most appropriate methodology for this study. 
 
In effort to answer the research question findings will be interpreted against 
existing research and theory critiqued in the literature review. New findings 
emerged which required finding new research (not previously critiqued) to be 
used for interpreting and comprehending these findings. 
 
 
6.2   Principle findings 
 
The findings are presented across three overarching and interlinking super-
ordinate themes: (a) IBS consumes and compromises me; (b) responding to 
my condition; (c) coming to terms with IBS my way. These themes highlighted 
participants’ experiences with preoccupation, restrictions and the threat IBS 
posed to relationships. Themes also revealed need and success responding 
to IBS, along with efforts to comprehend the ambiguities of the condition and 
negotiate acceptance and disclosure of IBS. 
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6.3   IBS consumes and compromises me 
 
The first super-ordinate theme revealed the difficulties of cognitive 
preoccupation with physical IBS symptoms. This super-ordinate theme also 
exhibited restriction and loss issues that can emerge with IBS and how this 
can impact on identities. Finally, this super-ordinate theme encapsulated the 
threat IBS can present towards personal relationships.  
 
All participants suggested having involuntarily formed cognitive 
preoccupations with physical symptoms associated with IBS. Cognitive 
preoccupations varied between participants and respective contexts but often 
were associated with intolerance or perceived threat. Threat-related 
preoccupations suggested participants worried about GI symptoms flaring up. 
They suggested holding attitudes or beliefs of helplessness and vulnerability 
to bouts of IBS. These findings reflect existing literature that individuals with 
IBS can worry and/ or catastrophise the consequences of aggravated GI 
symptoms which are likely stemming from held dysfunctional attitudes/ threat-
related beliefs about IBS (Keefer et al., 2005; Lackner & Quigley, 2004).  
 
For other participants, cognitive preoccupation with IBS symptoms seemed 
more ruminative and implied intolerance. Their emotional distress was 
indicative of irritation, frustration and low mood more so than anxiety. 
Maintaining concentration on activities proved difficult and cognitive 
functioning appeared to suffer when IBS was bad. Some participants tried to 
subtly manoeuvre away from IBS difficulties and not directly deal with their 
distress. This seemed indicative of experiential avoidance (Drews & Hazlett-
Stevens, 2008). Also, men sometimes avoid or deny existence of 
psychological problems (Wexler, 2009) or consider IBS an intrusive and 
unacceptable condition to have (Dancey, Hutton-Young, Moye & Devins, 
2002). For these men, the beliefs fuelling cognitive preoccupation with IBS 
may be intolerance-related rather than specifically threat-related.  
 
Therefore, considering the variability of higher order beliefs and participant 
experiences of with IBS suggests a need to acknowledge subjective 
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differences. Ongoing cognitive preoccupation seemed to maintain a sense of 
helplessness with IBS and poor psychological well-being. At worst, cognitive 
preoccupation with IBS seemed able to grind down an individual’s ability to 
realise and sustain positive moods on a daily basis. 
 
All participants spoke of restrictions and how IBS could intrude upon and 
compromise their daily lives. When IBS was bad, participants tried to cope by 
voluntarily or involuntarily removing themselves from activities. To varying 
extents, restrictions seemed isolating and disempowering for participants. 
Restricted ability to engage with activity has previously been associated with 
compromised quality of life and emotional well-being (Farndale & Roberts, 
2011). Perceived isolation reflects previous findings that individuals can 
experience IBS as an isolating condition (Kennedy, Robinson & Rogers, 2003) 
Self-imposed isolation may reflect findings that men often choose to cope with 
their problems alone (McKelley, 2007). Some participants highlighted how IBS 
restrictions seemed to compromise their ability to nurture masculine identities 
through bonding with others at work, or via social activities (e.g., eating and 
drinking). Restriction seemed to frustrate their ability to nurture self-esteem 
through their endeavours. This seemed to contribute to a sense of 
helplessness or perhaps fuelled concerns about becoming emasculated by 
illness. 
 
Over time the pervasive sense of restriction and growing despondency with 
IBS seemed to give way to perceptions of incurred loss. All participants 
implied mournful loss of opportunities that were taken away by illness/ 
concerns about illness. Enduring sense of restriction, loss and suffering with 
IBS together seemed to have the capacity to challenge and gradually erode 
participants’ pre-illness identities and sense of self. This seemed particularly 
true for Jeff and Eric who had more enduring experience with IBS compared 
with most other participants. Their extracts convey more pervasive loss of self, 
disempowerment and suffering. In some ways this reflects findings that 
enduring distress with IBS can become normalised and integrated within the 
sufferer’s sense of identity (Farndale & Roberts, 2011). However, current 
  147 
 
study findings (across participants) reflect much difficulty normalising suffering 
with IBS rather than clear acceptance. 
 
The concept of loss of self has rarely been addressed in existing IBS literature 
and it helps to incorporate new literature to explain findings. Charmaz (1983) 
considers loss of self to comprise of loss of control, loss of self-esteem and 
possibly also loss of identity following ongoing experience with a variety of 
chronic illnesses. Charmaz suggests that the unpredictability attributions with 
chronic illness can lead individuals to restrict life more than is needed. This 
can bring social isolation and forming pre-occupation with illness which over 
time can result in ‘re-evaluation and change of self’ (p. 176). All these aspects 
are reflected in the findings (particularly for Eric and Jeff).  
 
Taken for granted personal identities seemed vulnerable to becoming 
fractured and modified through compromising and enduring experience living 
and dealing with IBS. Loss of self seemed to compromise psychological well-
being. Eric referred to IBS as being corrosive of the mind but perhaps the 
wider implication is that IBS over time can prove to be corrosive of the self. 
Current study findings resonate with existing research that highlighted similar 
difficulties with loss of identity for individuals with Fibromyalgia (Rodham, 
Rance & Blake, 2010) and Chronic Fatigue Syndrome (Dickson, Knussen & 
Flowers, 2008). Hence, loss of identity could be an important aspect 
associated with several invisible, chronic conditions bearing similarity with 
IBS.  
 
For all participants IBS appeared to threaten the robustness of their personal 
relationships and retaining the acceptance of others alongside managing 
difficulties with IBS. Co-existence of relational difficulties, psychological and 
biological factors (aggravated GI symptoms) together support a 
biopsychosocial comprehension of the condition. Several current study 
findings are consistent with existing research. Some participants indicated 
need to gain other peoples approval (Lackner et al., 2005). Also, Lackner and 
Gurtman (2005) found that diarrhoea pre-dominant IBS sufferers are more 
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likely to be unassertive, over-affiliating and eager to please others which 
resonate with current study findings.  
 
Participants generally tried not to burden others with their IBS difficulties. 
Indeed, risking speaking of IBS may prove an aversion due to the shame 
implications of IBS stigma (Toner, Segal, Emmott & Myran, 2000). For some 
participants being compromised by IBS seemed to present concern with 
becoming emasculated, appearing weak to others or could invite stigma. A 
central finding was that all participants appeared to be trying to figure out a 
place for IBS, if any, within their relational identities. IBS seemed to encroach 
upon on their ability to have relationships in ways they were familiar with. 
 
All participants shared an implied fear of ultimately losing personal 
relationships and perhaps descending into an increasingly isolated existence 
with IBS. This was exemplified well by Keith’s perception of the gap in 
understanding that existed between him and people without IBS. Existential 
isolation assumes there is ‘an unbridgeable gulf between oneself and any 
other human being’ which is considered to be a core cause of anxiety (Yalom, 
1980, p. 355). Interestingly, Yalom believes people can become separated 
from others and also from parts of themselves. Perhaps this helps 
conceptualise how participants in the current study experienced interpersonal 
anxieties as well as risk of possible loss of self. Perhaps interpretations of 
data using IPA helped expose the complexity and relational nature of IBS 
experiences for men with IBS. This is consistent with the phenomenological 
capacity of IPA to convey an idiographic depiction of individual’s experience 
while also permitting interpretation of experience from a ‘worldly and 
relational’ perspective (Smith, Flowers & Larkin, 2009, p. 29).  
 
 
6.4   Responding to my condition 
 
This super-ordinate theme concerned struggles with perceived unpredictability 
and uncontrollability of IBS symptoms. This super-ordinate theme embraced 
dilemmas about whether or not to reach out for help with IBS and also 
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participant experiences getting subjective needs recognised and met in 
treatment with health professionals.   
 
All participants spoke of struggles to control seemingly unpredictable and 
random manifestation of GI symptoms. Consequently participants 
experienced much anxiety, annoyance and frustration with IBS. These 
findings held similarity with existing research that IBS (Farndale & Roberts, 
2011) and chronic conditions in general (Charmaz, 1983) can seem 
unpredictable at times. Efforts and success trying to control IBS varied 
between participants. Findings generally support male tendencies to try and 
cope with problems by applying logic and using rational thinking (Good, 
Thomson & Brathwaite, 2005; Wexler, 2009). However, coping efforts often 
seemed ineffective, or appeared to defy logic at times. Similar to existing 
research participants struggled to identify symptom triggers and to develop 
and utilise effective coping strategies (Casiday, Hungin, Cornford, De Wit & 
Blell, 2008; Kennedy, Robinson & Rogers, 2003).  
 
For many participants the lack of control and unpredictable threat of 
exacerbating symptoms seemed invasive, ominous and ever present. It 
appeared to maintain a sense of helplessness and growing despondency with 
IBS over time. For some participants controllability difficulties seemed 
associated with developing mildly dissociative mind-body relationships. In 
contrast, Keith eloquently emphasised the empowerment and diminished 
anxiety that came with improved ability to influence and control IBS.  
 
All participants seemed embroiled in dilemmas about what to do about IBS. 
Participants often conveyed anguish or ambivalence and generally struggled 
to see the benefits of help seeking for IBS. Help seeking was often compared 
with a preference for self-managing IBS. Many participants implied concern 
about reaching out for professional help and perhaps encountering shame. 
These findings share similarities with masculinity research that suggests men 
tend to be self-reliant when managing their issues (Mahalik, Good & Englar-
Carlson, 2003; McKelley, 2007). Also, perhaps male participants may have 
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been concerned about appearing weak (Good, Thomson & Brathwaite, 2005) 
for seeking help with IBS. 
 
Some participants at times seemed to downplay or deny the significance of 
their IBS difficulties. The motivation to reach out for help seemed to dissipate 
over time. Participants with enduring experience of IBS seemed to become 
increasingly passive and appeared to normalise having IBS. Previous findings 
state diarrhoea-predominant IBS sufferers tend to have submissive, 
unassertive personality traits (Lackner & Gurtman, 2005). However, 
participant passivity may emerge more from long-term suffering with IBS 
rather than generic personality traits. For these men their attitudes at times 
conveyed helplessness that nothing could be done about IBS. These findings 
resonate with the concept of learned helplessness (Seligman & Seligman, 
1975). Learned helpless emerges when people through personal experiences 
develop perceptions that nothing can be done to avoid negative 
consequences arising from such experiences. Participants who suggested 
having developed learned helplessness seemed somewhat stuck, vulnerable 
and isolated with IBS. In contrast, Rob underwent a shift in attitude to engage 
with professional help and be more proactive in helping himself. This seemed 
empowering for Rob and helped him move away from a previously helpless 
predicament with IBS. 
 
Attitudes towards help seeking for IBS seemed to have been influenced by 
past successes getting subjective needs recognised and met by health 
professionals. Some participants suggested that their troubles with IBS were 
not adequately recognised, believed or empathised with by health 
professionals at times. These findings echo literature that people with IBS can 
feel stigmatised by doctors/ some doctors do not take IBS seriously (Arroll & 
Dancey, 2014; Kennedy, Robinson & Rogers, 2003). Arroll and Dancey 
suggest individuals with chronic conditions can perceive doubts from health 
professionals as rejection, or an implication of some form of personal blame 
for their difficulties. Indeed, some participants displayed resistant, critical or 
combative attitudes towards health professionals which perhaps functioned to 
empower themselves, protect robust masculine identities and any 
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vulnerabilities exposed on asking for help. Some men can hold fears about 
not being understood when seeking professional help for difficulties (Wexler, 
2009). Indeed, poor understanding and difficulties getting treatment and 
relationship needs met with health professionals seemed to enhance 
helplessness and despondency with IBS. This could potentially jeopardise 
future help seeking behaviours and exacerbate any existing psychological 
difficulties.  
 
In contrast, some participants highlighted their gratitude for feeling understood 
and having their difficulties with IBS validated and empathised with. For Keith 
this seemed associated with his attitude shift from seeming ambivalent about 
help seeking (as suggested by previous narrative extracts) to being 
appreciative and more positive about engaging with help. The value of good 
communication skills was integral to some participant perceptions that their 
needs were being met. Perhaps this resonates with male preference for 
‘direct, clear cut explanations and instructions’ about what to do about 
problems (Wexler, 2010, p. 5). This also reflected appreciation by some 
participants for receiving good advice about GI symptom management.  
 
Success getting individual needs recognised and met in treatment was not 
specific to particular healthcare professions but stretched across disciplines. 
This has ramifications for establishing good holistic care. Developing healthy, 
containing relationships with men who engage with help for IBS seems 
essential given that treatment may not always be able provide a cure, or 
sufficient alleviation of IBS symptoms.    
 
 
6.5   Coming to terms with IBS my way 
 
This super-ordinate theme embraced subjective efforts to comprehend the 
weirdness of IBS and resolve dilemmas accepting and adapting to having IBS. 
This theme also revealed concerns around concealing IBS and negotiating 
disclosure of the condition.  
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The unknown and weird aspects of having IBS presented much anxiety and 
confusion for participants. All participants made logical efforts to better 
understand their condition ranging from accepting an IBS label, seeking 
genetic understanding, social comparison or appraisal of personal 
experiences over time. Participant efforts to understand and alleviate the 
perceived weirdness of their condition shared some similarities with efforts to 
create personal explanatory models of IBS (Casiday, Hungin, Cornford, De 
Wit & Blell, 2008). 
 
For some participants, frustration and doubt understanding their ambiguous 
condition may have stemmed partly from the lack of obvious cause and the 
largely invisible nature of symptoms (Arroll & Dancey, 2014). Also, we know 
that intolerance of uncertainty can be prominent for individuals with IBS 
(Keefer et al., 2005). Some participants suggested concern with incurring 
potential stigma about having a weird or unseemly condition. The sense of 
being involuntarily occupied by a strange condition seemed particularly 
troubling and disempowering for some participants. 
 
Difficulty deciphering the weirdness of IBS seemed entwined with reasoning 
that IBS is a complex condition to comprehend (Blanchard, 2001). Most 
participants seemed to strive for a nature-based, given understanding of IBS 
that perhaps that did not thoroughly consider their personal influence. 
Perhaps Rob best encapsulated efforts to alleviate ambiguity by establishing a 
subjective understanding of IBS grounded within his sense of identity. Rob’s 
holistic consideration of combined nature and nurture factors perhaps better 
embraces a biopsychosocial comprehension of IBS.  
 
Most participants at times implied having split, non-integrated understanding 
of the given aspects of IBS along with those aspects which can be influenced. 
This seemed associated with dilemmas accepting and adapting to life with 
IBS. Participants often struggled to see the benefit of making good choices, or 
adhere to coping demands at times which may have represented a temporary 
desire to be normal for a while. Indeed, Charmaz (1983) found that a return to 
a normal life is symbolic of the valued self. Also, we recall that personal 
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freedoms can be strongly valued by some men with IBS (Dancey, Hutton-
Young, Moye & Devins, 2002). Hence, breaking free of the demands and 
responsibility of coping with IBS may reflect a desire to reconnect with a 
previous (pre-illness) self in efforts to recapture something that was lost.  
 
The issue of responsibility taking is less well addressed in existing IBS 
literature but has been highlighted by Stenner, Dancey and Watts (2000). 
These researchers highlighted need to ascertain the extent to which 
individuals with IBS perceived managing the condition was a personal 
responsibility. Responsibility taking also has potential ramifications for how 
well individuals work with medical professionals to better adjust to, and 
manage IBS. Similar findings exhibited in the current study may reflect 
difficulty adjusting to the given aspects of IBS and the sustained demands of 
managing a chronic condition.  
 
There was much resistance to accept IBS which often seemed unfair, 
anguishing and potentially emasculating. Often the path towards acceptance 
and adaptation to IBS seemed wavering, transient and conflicting. This 
ambivalent experience of wrestling with acceptance/ non-acceptance of IBS is 
less well reflected in IBS literature. Perhaps men need to better recognise that 
resistance to accept IBS is a potentially futile misdirection of energies and 
could be fostering helplessness with the condition. The value of making good 
decisions about managing IBS perhaps could be better framed as efforts of 
self-empowerment, and not resigned efforts to put up with chronic illness. 
Working towards acceptance of the given aspects of IBS along with the 
responsibilities for managing IBS may benefit from better theoretical 
integration and focus in psychological therapies. 
 
Difficulty disclosing IBS was highlighted by participants particularly in the 
contexts of friendships and work environments. There was a general 
reluctance for direct disclosure of IBS which may reflect participant beliefs 
associated with need for approval (Lacker et al., 2005). Hence, efforts to re-
label IBS (e.g. bad stomach, diarrhoea) or use humour when disclosing IBS 
information may represent efforts to play down the significance of IBS, or 
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make disclosure more palatable for the recipient to hear. These efforts may 
reduce chance of incurring stigma. Indeed, previous research found 
individuals with IBS often used humour to convey information and fears about 
having IBS (Farndale & Roberts, 2011). In fact, all participants used humour 
at times when providing accounts of IBS experience during interviews (not 
always specific to stigma). 
 
There was implied worry about experiencing shame or embarrassment on 
revealing IBS which perhaps threatened masculine identities. Concerns about 
disclosure may reflect literature that suggests lack of knowledge and empathy 
about IBS can contribute to stigma, and that individuals may feel ashamed 
and inhibited to discuss their condition (Dancey & Rutter, 2005; Toner, Segal, 
Emmott & Myran, 2000).  
 
It helps to incorporate new research to further explain stigma findings. Jones 
et al. (2009) conducted structured interviews with 148 people with IBS about 
perceived stigma in IBS. These researchers found that limited disclosure of 
IBS and beliefs the public did not understand IBS, or take it seriously were 
commonly identified themes that resonated with current study findings. 
Participant efforts to re-label IBS may be associated with motivation for ‘active 
concealment’ of IBS due to stigma concerns (p. 373).  
 
The stigmatised views of others could prove discrediting for sufferers of 
chronic conditions and threaten their fragile constructions of self (Charmaz, 
1983). Internalised stigma about IBS could negatively impact on an 
individual’s sense of identity. The current study findings suggest IBS stigma 
may be reinforcing male efforts to conceal shame and increasing likelihood of 
not sharing their struggles with IBS. Consequently, this could leave men 
vulnerable with unaddressed shame and any associated psychological 
difficulties. 
 
By incorporating new literature we learn that Gilbert (1998) suggested that 
shame issues are not given enough recognition or integrated well enough in 
CBT client formulations (not specific to IBS). Indeed, shame has been labelled 
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the hidden emotion in general psychopathology and its negative impact can 
be overlooked (Lewis, 1987). This was reflected in the analysis of the current 
study where interpretation of shame was implied rather than explicitly 
revealed by most participants. Therefore, participants could have experienced 
more shame with IBS than they revealed during interviews. 
 
Gilbert (1998) suggests shame needs to be clearly formulated in belief 
structures and attitudes that may include concealment of shame and/ or 
compensation strategies aimed to gain acceptance from others. Thus, better 
theoretical formulation of relevant IBS shame aspects in psychological therapy 
approaches may help individuals come to terms with their condition. This is 
importance as evidence of IBS stigma and associated shame experiences 
were highlighted across all three super-ordinate themes and could negatively 
influence male sense of self and psychological well-being. 
 
 
6.6   Implications of findings for Counselling Psychologists 
 
The findings have many implications for Counselling Psychologists for the 
purposes of: (a) clinical practice; (b) service provision; (c) training. 
 
6.6.1   Clinical practice 
 
Research is encouraged to contribute to the developing practice of 
Counselling Psychology (Kasket, 2013). The findings indicate several areas 
where adaptations could be made to therapeutic approaches to enhance 
treatment of this client group. Feelings of helplessness with IBS peppered the 
analysis of all study participants. Therefore, as a guiding principle Counselling 
Psychologists could aim to empower male clients in therapy to counter any 
helplessness with IBS.  
 
The theme ‘I didn’t see the point’ encapsulated participants’ ambivalence and 
difficulty seeing the value of engaging with help. Counselling Psychologists at 
the early stages of therapy could try to elicit the subjective impact IBS (theme 
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‘IBS consumes and compromises me’) has on the lives of male clients with 
IBS. This could help motivate and convince male clients they have a problem 
worthy of attention (Wexler, 2010). There may be need to challenge any 
attitudes of learned helplessness with IBS which could be de-motivating and 
could obstruct therapeutic progress. 
 
Men could benefit from developing better holistic understanding of not just the 
given aspects that come with IBS and also those aspects they can influence 
to achieve some relief (e.g., Rob, 816-827). Also, Rob (1019-1032) took an 
empowering, proactive stance to engage with treatment, learn about IBS and 
how to self-manage symptoms better. Counselling Psychologists could adopt 
a similar approach and help men realise the value of making good choices 
and taking responsibility for managing IBS. Indeed, Counselling Psychology 
aims to support client ability to make good decisions and enhance control over 
life (Division of Counselling Psychology, 2005). 
 
Men in the current study showed much preference for self-managing IBS 
(theme ‘I didn’t see the point’). Perhaps Counselling Psychologists could focus 
on providing men with the psychological skills so that they can begin to better 
manage emotional distress with IBS by their own means. Indeed, Wexler 
(2010) suggests therapists should nurture masculine independence and 
provide clear guidance about what men can do to help and empower 
themselves (Wexler, 2010).  
 
The theme ‘cognitive preoccupation’ emphasised worry and rumination about 
GI symptoms. Counselling Psychologists could provide men with practical 
CBT skills to help them develop awareness of the content of thoughts 
(involved with worry or rumination). Men could then learn skills to challenge, 
modify and reach more balanced ways of thinking to try and reduce their 
emotional distress (Beck, 1995). Controlled worry (or rumination) periods 
(e.g., only worry about IBS for 20 minutes at 8pm daily) could be introduced to 
help break recurrent problems with cognitive preoccupation (Wells, 1997). 
Patterns of worry or rumination could also be disrupted by distraction 
techniques, e.g., exercise, games requiring concentration (Kouimsidis, 
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Reynolds, Drummond, Davis & Tarrier, 2007). These skills could help men 
establish more control over the emotional and cognitive aspects of IBS. Any 
beliefs about the positive function of worry/ rumination could be challenged 
and modified by therapist-directed efforts (Wells, 1997). 
 
The analysis revealed how IBS over time can threaten ability to maintain a 
healthy, valued sense of self (theme ‘restriction, loss and identity’). Wilson, 
Sandoz and Kitchens (2010) highlighted how valued living and engaging with 
meaningful activities and interests can stretch across ten domains of life 
(family relations, intimate relationships, parenting, social relations, 
employment, education, recreation, spirituality, community life, physical well-
being). Counselling Psychologists could encourage men to engage with 
domains of valued living with greater flexibility. For example, regarding with 
the social relations domain Jeff and Eric could not physically meet up with 
friends due to IBS difficulties (theme ‘IBS threatens my relationships’). 
However, perhaps they could adapt and connect with friends from home via 
telephone, Skype or other forms of social media to maintain relational 
identities. If easier, men could consider shifting efforts to other domains 
altogether (e.g., spirituality instead of recreation). Men with IBS may need to 
reappraise their expectations of themselves and their capabilities when ill with 
IBS. These adaptive efforts may help individuals realise some choices and 
freedoms with chronic illness (Charmaz, 1983). Pursuing better valued living 
(across the range of domains) may help maintain valued sense of self and 
reduce chance of becoming preoccupied with IBS.  
 
The findings generally support existing psychological interventions that target 
dysfunctional beliefs and assumptions about IBS that may be influencing IBS 
distress. However, emerging identities may need to better accept the 
limitations that IBS may bring. Some participants implied holding intolerance-
related beliefs about IBS (e.g., Dave, 762-772; Eddie, 352-363). These men 
could learn to better accept suffering as part of IBS experience and begin to 
modify their beliefs accordingly. Developing more accepting attitudes are core 
aspects of Mindfulness-based Cognitive Therapy (Crane, 2009). Learning and 
integrating mindfulness skills may also help accept unpredictable emergence 
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of IBS symptoms (theme ‘unpredictability and the struggle to control IBS’) and 
perceived unfairness around adapting to IBS (theme ’dilemmas accepting and 
adapting to IBS as something given’). Mindfulness theory would imply that 
male resistance towards emerging IBS symptoms and experience could 
inadvertently serve to collaborate with, and exacerbate psychological distress 
with IBS. Learning mindfulness skills could help embrace and contain 
emotional distress with IBS and enhance psychological well-being.  
 
Cooper (2009) suggests Counselling Psychologists should embrace and put 
into practice fundamental humanistic values such as understanding subjective 
client experiences and empathising with suffering. These qualities along with 
good communication and relational containment were particularly valued by 
Keith and Eddie (theme ‘can you recognise and meet my needs’). Counselling 
Psychologists could strive to better integrate and adopt the subjective 
language and style of relating that men bring to therapy. For example, Jeff 
(1041-1048) and Dave (394-400) both explicitly referred to IBS as ‘weird.’ 
Counselling Psychologists could help explore ‘weirdness’ to enhance and 
clarify understanding of IBS from the client’s frame of reference and respect 
‘first person accounts as valid in their own terms’ (Division of Counselling 
Psychology, 2005, p. 1). Also, ‘weird’ for Dave seemed associated with stigma 
concerns. Hence, deliberately using the word ‘weird’ may represent use of a 
non-shaming label (Wexler, 2009) when working in areas that might expose 
male vulnerabilities.  
 
All participants shared humour with the interviewer when discussing their 
experiences with IBS. For example, Eric (601-613) when conveying futility 
about IBS and Keith (603-616) on suggesting diarrhoea is comical. Therefore, 
Counselling Psychologists could encourage use of humour and male 
language to try to establish an air of informality with male clients. Working with 
the therapeutic relationship in these ways may help men feel more 
comfortable disclosing experiences and any difficulties with IBS. This could 
help build trust and rapport with male clients and enhance collaboration in 
therapy. Collaboration could be further enhanced by embracing and validating 
client’s personal explanatory models for IBS for formulation purposes 
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(Casiday, Hungin, Cornford, De Wit & Blell, 2008). For example, Dave (394-
400) and Rob (816-827) both identified possible genetic causation. 
 
The analysis revealed differing subjective narratives and the unique manner in 
which IBS can manifest and impact on men. This supports a Counselling 
Psychology appreciation for the ‘complexity of difference’ (Rafalin, 2010, p. 
41) and ‘empathic engagement of the psychologist with the world of the client’ 
(Strawbridge & Woolf, 2003, p. 8). Therapeutic adaptations for men with IBS 
could be specified and embrace a Counselling Psychology emphasis to 
individualise treatment on a subjective basis. For example, Rob might benefit 
from CBT interventions that help him manage his subjective tendencies for 
worry and polarised thinking. Whereas, Jeff may benefit from CBT 
interventions that help him rationally reframe his confused thoughts along with 
interventions that promote valued living to bolster his sense of identity. The 
emergence of subjective needs encourages flexibility in how Counselling 
Psychologists work with male clients rather than rigidly embracing standard 
IBS psychological treatment protocols. 
 
By engaging with subjective complexity of IBS experience rather than trying to 
crowbar individual presentations to fit with pre-established and arguably 
reductive IBS diagnostic criteria this may help to de-pathologise treatment 
experience. This echoes need to go beyond diagnosis for individuals in 
attempt to gain increasingly clearer and in-depth understanding of individuals 
and their condition (Cooper, 2009). 
 
Cooper (2009) states a strong therapeutic relationship is needed before 
confronting the more difficult aspects of therapy. The therapeutic relationship 
is primary to treating any existing issues with shame (Gilbert, 1998). Male 
concerns about IBS stigma, shame and emasculation were evidenced across 
participant accounts. Counselling Psychologists could look out for evidence of 
possible compensatory strategies/ concealment (e.g., Keith and Rob’s re-
labeling of IBS) to help access hidden shame/ beliefs about shame. 
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Counselling Psychologists could utilise techniques from Dancey and Rutter 
(2005) to improve understanding of IBS stigma and help de-stigmatise men. 
Counselling Psychologists could inform and help convince male clients that 
IBS stigma is a societal problem and not their personal problem. It could help 
male clients to realise that stigmatised attitudes if accepted can become 
integrated within identities and damage self-esteem. Dave (287-294) implied 
concerns about stigma and shame when considering revealing IBS to a wider 
social group. Dancey and Rutter suggest that learning, talking about and 
accepting that IBS is not something to be ashamed or embarrassed about 
helps diminish perceived stigma/ shame. Counselling Psychologists could 
encourage men such as Dave to discuss any shame or embarrassment with 
IBS either in individual therapy or via male IBS support groups/ online IBS 
forums. This could be empowering and help men relinquish the burden of 
concealing IBS.  
 
The theme ‘IBS threatens my relationships’ revealed much anxiety and 
pervasive need for better understanding of IBS from friends, partners or family 
members of men with IBS. Counselling psychologists perhaps via systemic 
efforts could try to improve understanding of IBS for others via sharing of 
experiences and perspectives on IBS. For example, this could have helped 
friends of Jeff (678-689) recognise his reality with IBS, how it compromised 
him and how his social withdrawal was not a personal rejection of them. 
Generating information leaflets, YouTube videos or mp3 downloads for 
friends, family or partners may help inform others about IBS, the impact IBS 
has on men, their lives and relationships. This may help others provide better 
support for men with IBS, help these men maintain their desired social 
identities and hopefully diffuse stigma about IBS.  
 
6.6.2   Service provision 
 
The findings revealed the potential benefits of adapting therapeutic 
approaches to meet the treatment needs of men with IBS. These adaptations 
could also form the basis for developing separate protocols for men and 
women and in therapy. Other professional disciplines who work with men with 
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IBS could be educated about highlighted male vulnerabilities and needs when 
seeking/ engaging with help for IBS. Indeed the positive and effective 
treatment experiences highlighted were non-specific to particular disciplines 
(theme ‘can you recognise and meet my needs’). Therefore, the discussed 
adaptations for men could have relevance for achieving a coherent multi-
disciplinary approach to treatment. Failure to adapt to male treatment needs 
could potentially drive men away from treatment. 
 
Good relationships and communication between different professional 
disciplines could provide insight into how other disciplines work with IBS 
clients and the specific skills they provide. Different disciplines will likely have 
different ways of working with IBS clients informed by the contextual priorities 
of the respective disciplines. For example, an overworked GP despite their 
best efforts simply may not have time to provide IBS clients with sufficient 
empathic understanding of the psychological distress associated IBS (this 
resonates with Jeff’s experience, 889-893). Therefore, perhaps Counselling 
Psychologists are better placed and arguably more specifically trained to 
provide clients with relational understanding and emotional support for IBS. 
Therefore, good holistic care for this client group could involve the different 
disciplines better focusing work in areas specific to their training while also 
sharing understanding of client needs with the multi-disciplinary team. 
 
Hicks (2010) stated Counselling Psychologists may need to challenge the 
assumptions that colleagues may hold about an illness that reinforces any 
pathologising views represented in society. This is very relevant as current 
study findings revealed men with IBS seemed much concerned about 
incurring IBS stigma and shame. For example, Jeff (889-893) encountered 
stigma from his doctor who did not believe Jeff’s experiences and concerns 
about IBS. Counselling Psychologists may need to potentially challenge 
stigmatised/ stereotypical views colleagues have about IBS patients and 
encourage more open-minded, individualised perceptions.  
 
Counselling Psychologists could facilitate IBS groups, work as individual 
practitioners or in multi-disciplinary teams. Counselling Psychologists could 
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help several types of organisation in a consultation capacity, e.g., community 
based organisations such as Mind or IBS charities.  
 
6.6.3   Training 
 
More research is needed to confirm the efficacy of my proposals for clinical 
practice. Therefore, proposals for training others to treat IBS therapeutically 
are tentative. The findings of this exploratory study go some way towards 
identifying the need for training therapists to best treat men with IBS. This may 
be particularly relevant as there is a void of literature concerning how 
Counselling Psychologists can work with this client group. NICE (2008) 
guidelines may help psychological therapists outline treatment plans. Yet 
these guidelines are not gender specific and do not prepare therapists for the 
possible complexity and ambiguity of subjective client presentations, the 
compromising life impact of IBS and the challenges this brings (highlighted 
across current study findings). Therefore, perhaps training needs to 
encourage open-minded consideration and integration all important aspects 
within client formulations. Training could provide better adaptations for treating 
men and encourage flexible practice rather than rigid adherence to 
therapeutic protocol. This will likely need to be negotiated against the protocol 
demands of specific counselling services (Cooper, 2009). 
 
Consideration may be needed for how well conditions like IBS are addressed 
in the current training of Counselling Psychologists. Perhaps there is not 
sufficient scope within curriculums to provide training in an arguably specialist 
area. Therefore, eventually more specialist IBS training (including specific 
training for treating men) may need to be offered via appropriate pathways 
(e.g., advertise courses on the British Psychological Society website).  
 
 
6.7   Methodological considerations & limitations of current study 
 
The current study does not propose that findings are generalisable to wider 
populations. However, the study findings may have relevance for theoretical 
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generalisation for men (with similar demographics) in other contexts that 
share similarities (Yardley, 2008). Thus, the current findings may have 
relevance for men who have chronic conditions that share similarities with 
IBS.  
 
Findings could be limited in that all participants were treatment seeking which 
may not reflect the wider population of individuals with IBS. Some limitations 
could also apply to the degree of homogeneity in the participant sample. The 
severity of IBS symptoms was not measured (e.g., classed as mild, moderate, 
severe). For example, Dave seemed to have less severe IBS symptoms 
compared with the other participants which may have qualitatively coloured 
his interpretation of IBS experiences. The sample used participants that all 
could be said to have diarrhoea-predominant IBS. This may limit the 
relevance of findings to this particular sub-type of IBS. However, despite 
participants sharing an IBS sub-type their experiences of having IBS varied 
widely at times which may highlight the diversity of IBS manifestation.  
 
The researcher made efforts to familiarise himself with up-to-date IPA 
literature. Using IPA to interpret findings involves a double hermeneutic. The 
participants strive to make sense of their worlds, whilst the researcher tries to 
make sense of participants’ efforts to make sense of their worlds (Smith & 
Osborn, 2008). Hence, the researcher’s interpretation of findings was likely 
influenced by the researcher’s perspective and own pre-conceptions which 
were reflected on throughout this study. 
  
During interviews the researcher became aware of differences in ability of 
individual participants to respond to and articulate answers. Hence, this may 
have influenced efforts to probe and encourage elaboration of participant 
answers at times where it was suspected richer information was to come. This 
held similarities with the methodological reflections for a study by Rizq and 
Target (2008). The interview schedule repeatedly used the term IBS to 
contextualise interview questions. However, the direct use of the label IBS 
may have had a pathologising effect on participants during interviews and 
could have influenced their answers.  
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Co-morbidity issues may have influenced the study findings. In particular, two 
participants suffered Arthritis (Ankylosing Spondylitis) in addition to IBS which 
may have constituted some symptom overlap (e.g., non-colonic symptoms) 
between conditions. These participants at times shifted from their discussion 
of IBS symptoms to arthritis complaints. Reflecting on these issues at the 
time, and subsequently, the researcher was proactive in directing discussion 
back to IBS and only included participant extracts that explicitly related to IBS 
experiences and perceptions. 
 
 
6.8   Final Reflections  
 
Engaging with reflexivity in qualitative research has the central aim of 
promoting rigour in research findings (McLeod, 2011). I made reflexive efforts 
to record my thoughts and conceptions throughout the course of this study. 
Lee (2009) stated reflexivity helps to theoretically position the researcher in 
relation to existing knowledge about the subject area and considers the 
researcher’s influence in creating findings. However, reflexivity may have 
been compromised at times when conducting the interviews. When listening 
to participant accounts of experience with IBS I empathised easily with their 
difficulties. I had to hold back from offering help which likely relates to my 
external role as a counselling practitioner. Also, participants’ difficulties with 
IBS on occasions resonated closely with my own experiences. In hearing of 
participants’ frustration with IBS and IBS treatments this brought to mind my 
own struggles and negative emotions trying to cope with, and achieve 
adequate relief from the condition. Additionally, interpreting participants’ 
shame with IBS seemed difficult to pinpoint at times. On reflection, this might 
have related to my own unconscious efforts to repress feelings of personal 
shame associated with my own IBS.  
 
In contrast, at other times during analysis I found myself struggling to 
empathise with participant accounts when they criticised treatment, or health 
professionals or when they elaborated on their sustained struggles with IBS. 
On reflection I felt guilty at my lack of empathy on these occasions. This 
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highlights the importance of reflectively monitoring the counter-transference 
that could emerge for Counselling Psychologists when working therapeutically 
with this client group. This is relevant as Counselling Psychologists recognise 
therapy is experienced intersubjectively, with both parties contributing to and 
interpreting therapeutic experience (Kasket, 2013).  
 
Reflecting on the role of the researcher’s self helps to understand phenomena 
that can arise when conducting research (Lee, 2009; Stanley & Wise, 1993). It 
could be said that I possessed two selves in relation to this research project. 
First of all there is the individual with IBS self who can empathise with other 
people’s experiences of having IBS. Secondly, there is my Counselling 
Psychologist practitioner-researcher self who is encouraged to empathise with 
client experiences but also strives to view matters objectively. These dual 
identities likely created tension and may explain the differing emotional 
reactions at times to participants and the research data. However, difficult, 
frustrating and sometimes conflicted feelings can be considered an intrinsic 
part of conducting and engaging with qualitative research (Lee, 2009).  
 
From an existential perspective it is particularly relevant for therapists to 
examine and reflect upon their own experiences (Van Duerzen & Adams, 
2011). Although I have not achieved significant therapeutic relief from IBS, my 
engagement with personal therapy (across three approaches) has provided 
scope to consider IBS in some depth, the implications it has had on my life 
and how I relate to the condition. This has provided personal insight into what 
it is like to be a client seeking help for IBS and potentially enriches 
understanding of participant’s experiences. On the other hand I share many 
similarities with the participant sample and findings may have ramifications for 
me as a man with IBS. Hence, despite my best efforts to remain reflexive my 
personal assumptions could have subtly influenced the creation and 
presentation of the study findings. 2  
 
                                                 
2
 Text has changed from the third to first person perspective as this section concerns the personal 
reflexivity of the researcher. 
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6.9   Implications for further research 
 
As a result of conducting the current study many suggestions were made for 
adapting clinical practice to best meet the needs of men with IBS. However, 
more research is needed to build up the evidence base and confirm efficacy 
for using these interventions to treat IBS in widespread practice. 
 
This study revealed many findings associated with IBS stigma and shame in 
various social contexts. However, Wexler (2010) stated we know relatively 
little about male experience of shame. Perhaps new research could follow this 
psychosocial focus and more directly explore the potential shame associated 
with IBS and IBS stigma which has often been overlooked by many 
researchers. Also, research on working systemically with individuals who have 
IBS could prove valuable for inclusion as a potential treatment option.   
 
More research is badly needed that explores therapist and Counselling 
Psychologist experiences of working with IBS clients. Also, research efforts 
could explore the attitudes and experiences between the different professional 
disciplines that treat IBS clients. Perhaps a qualitative study collecting data via 
focus groups may help to expose the similarities, differences and potential 
tensions that may exist between disciplines and highlight areas for improving 
holistic treatment of IBS clients. 
 
 
7.0   Conclusions  
 
The findings highlighted the issues Counselling Psychologists can look out for 
and subsequently adapt therapeutic practice to best treat men with IBS. 
These suggestions are subtle additions to existing practices rather than 
radical deviations from current understandings.  
 
Male participants experienced ongoing frustrations, intrusions and 
compromising difficulties with IBS. Yet men at times seemed to struggle to 
view IBS as a problem worth working on. Counselling psychologists could 
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help motivate and empower male clients to better recognise and respond to 
their own needs and counter any feelings of helplessness with IBS. This may 
involve accepting that there could be given, perhaps inescapable aspects of 
having IBS but also realising that assuming responsibility for making good 
choices could achieve degrees of relief with IBS.  
 
Findings revealed male preference for logical self-management of IBS 
symptoms. Hence, Counselling Psychologists could provide men with clear 
guidance and practical skills to train men to better manage psychological 
difficulties with IBS by their own means. Enduring and debilitating experience 
with IBS highlighted need to bolster male sense of self in the face of illness. 
The erosion of pre-illness identities seemed able to threaten constructs of 
masculinity that value robustness and freedom of choice. Counselling 
Psychologists could help men realise more choice by encouraging practical, 
flexible pursuit of valued living (across the various domains of life) by adapting 
to any limitations posed by IBS. These efforts could nurture self-esteem, help 
maintain valued identities and counter any preoccupation or despondency 
with illness.   
 
Findings highlighted the value men placed on having their experiences and 
understandings about IBS validated and empathised with in treatment. 
Counselling Psychologists embrace these core values and could adapt their 
therapeutic approach to better accommodate male client’s subjective use of 
language and style of relating. Adapting therapy more to the client’s frame of 
reference could help nurture trusting, collaborative therapeutic relationships.  
 
Study findings conveyed many concerns about incurring IBS stigma or shame. 
Stigma could compromise male self-esteem and could become integrated 
within identities and beliefs. Therapeutic efforts could seek to identify and help 
de-stigmatise men with IBS to help them come to terms with their condition. 
Better understanding of male experience of IBS and the damaging impact of 
stigma is needed from health professions and in personal relationships. 
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The emergence of new findings with their subjective emphasis owes much to 
the facility of IPA to access and interpret individual experience of having IBS. 
Efforts were made to fully interpret and discuss emergent themes through a 
biopsychosocial framework whilst honouring the phenomenological qualities 
inherent to the accounts of participants. The subjective nature of findings 
promotes need for Counselling Psychologists to reflect on the potential 
complexity of IBS presentations and how it can vary between men. 
Counselling Psychologists are encouraged to be flexible and adapt their 
therapeutic approach with male IBS clients on a subjective basis to enhance 
likelihood for achieving positive treatment outcomes.   
 
31,922 words 
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Appendix 1: Participant recruitment letter (version 3- 20.10.2012) 
 
Study title: An exploration of adult male experiences of having Irritable 
Bowel Syndrome  
 
Dear Sir,  
 
I am a trainee Counselling Psychologist at London Metropolitan University and 
I am conducting research exploring adult men’s experiences of having Irritable 
Bowel Syndrome (IBS). 
 
IBS is a functional bowel disorder which has no definite identifiable cause and 
is believed to affect between 10-20% of the general population in the UK. 
Existing research has not made sufficient efforts to comprehend how men 
experience IBS and cope with the condition. My proposed study into men’s 
experiences of having IBS aims to identify areas that are difficult for men to 
experience. The findings may improve existing therapeutic support for men 
with the condition and tailor help to meet their needs. 
 
Thus, I write to you in the hope that you would be willing to take part in this 
study and express your experiences of having IBS in an interview with me. An 
interview is expected to last about one hour and your voice (and my own) will 
be recorded. The interview material will form the information for this study.  
 
Participation in this study is entirely voluntary. Participants that undergo 
interview will receive a £10 retail voucher in gratitude for taking part in this 
study. You are free to withdraw from the study at any time and you do not 
need to provide a reason. The recorded interview data will be treated as 
confidential at all times. Any names or identifying details provided during 
interview will be removed. Recorded interviews will be kept in secure storage 
until the study has been assessed and eventually will be erased. 
 
Should you be willing to take part you would need to be: 
• Diagnosed with IBS by a gastroenterologist 
• Male 
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• British 
• Between 20-59 years 
• Living in the London area 
• Not currently having/ or have been in counselling or therapy within the 
last six months 
• Not have any other functional bowel disorder besides IBS  
 
The nature of the interview questions may bring up thoughts and feelings 
associated with IBS symptoms which could be distressing. Please take 
adequate time to consider your participation in this study. Time will be 
provided after the interview to discuss any thoughts and feelings that came up 
during the interview and ask any questions. You will be fully debriefed about 
the purpose of the study and provided with information pertaining to further 
means of support if needed. 
 
Thanks for your time. If you have any further queries or questions relating to 
this study then feel free to contact me on Tel: 07947 624009 or email: 
nigelcampbell@hotmail.com 
 
I would very much look forward to hearing from you. 
 
Yours faithfully, 
 
Nigel Campbell 
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Appendix 2: Participant information sheet 
Study title: An exploration of adult male experiences of having Irritable 
Bowel Syndrome (version 3- 20.10.2012) 
 
Dear volunteer, 
 
You are being asked to participate in a research study. Before you take part, it 
is important that you fully understand the purpose of the research and what is 
asked of you. Therefore, please read the points stated below on this 
information sheet. Any further questions or queries can be presented either to 
the researcher, Nigel Campbell or my Research Supervisor Dr Elaine Kasket 
(see contact details below) for clarification. Please take sufficient time to 
consider your involvement in this project.  
 
What is the purpose of this study? 
 
This research is being undertaken as a requirement for my study for a 
Professional Doctorate in Counselling Psychology. This study aims to gain an 
understanding of how men perceive having Irritable Bowel Syndrome (IBS). 
As a potential participant you would be encouraged to reflect upon and 
discuss personal experiences of having IBS and the impact this has had on 
your life. 
 
Why have I been asked to take part in this study? 
 
You have been chosen because you meet the conditions for participation and 
I am interested in learning about your experiences of having IBS and how you 
have coped with the condition.  
 
Do I have to take part? 
 
Participation in this study is voluntary. You may withdraw your involvement at 
any time, without consequence and without having to provide reason. 
Withdrawal means that none of your information will be used in the study. 
Participation will not affect your care at St George’s Hospital. The researcher 
will describe the study and you will be given this information sheet and a 
consent form to take away and read. You will be given at least 24 hours to 
consider your participation. If you agree to take part, you will be asked to sign 
the consent form. 
 
What will happen if I take part? 
 
If you agree to participate you will be asked to attend an interview with myself 
(lasting approximately 1 hour) and will be asked several questions relating to 
how you have coped with IBS; the influence, if any, IBS has had your life; and 
any help you may have sought for IBS. You should understand that you will 
not be forced to answer any questions which may prove too difficult to talk 
about. A digital voice recorder will be used to record the interview. The 
interview will not interfere with your normal care at St George’s Hospital.  
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Will my general practitioner (GP) be informed about my taking part? 
 
No, your GP will not be informed as this study will not affect the current 
treatment you are receiving. Feel free to inform your GP if you wish. 
 
Will I receive any payments for taking part? 
 
If you participate and are interviewed you will be given a £10 retail 
(love2shop) voucher in gratitude for taking part in the study.  
 
What are the possible advantages versus disadvantages of taking part? 
 
The nature of the interview questions may prove to be of a sensitive nature 
and certain thoughts and feelings may be stirred up for the participant which 
could be potentially distressing. The benefits may be that by answering the 
interview questions this may bring greater awareness about how IBS 
personally affects you. Answering questions may highlight the existing coping 
strengths you have with IBS as well as highlight any coping weaknesses you 
might have. I can not promise that the study will help you but the information 
we get may help improve treatments for IBS in the future. 
 
Will my taking part in this study be kept confidential? 
 
What you say during the interview will be treated as confidential. A 
pseudonym will be used to protect your identity (and any other names) in the 
interview transcript and the study write-up. Identifying personal details will be 
stored separately. Designated university staff (and possibly external markers) 
for marking purposes will have access to the interview materials (but never 
your matching identity). Interview transcripts will be kept in the possession of 
London Metropolitan University for five years, in which time the study may be 
published, after which time it will be safely destroyed. The audio recording of 
the interview will be erased once the study has been marked by the 
University. To gain further perspective on possible interviewer bias a second 
transcriber will analyse the interview transcripts, again with identifying names 
protected with pseudonyms. Thus, your anonymity will be maintained by the 
researcher at all times. Confidentiality will be broken if you reveal information 
during the interview that indicates criminal activities or a plan to harm the self 
or another person. 
 
What if something goes wrong? 
 
In the event that something does go wrong and you are harmed during the 
research due to someone‘s negligence then you may have grounds for a legal 
action for compensation against St George’s Healthcare NHS Trust but you 
may have to pay your legal costs. The normal NHS complaints mechanisms 
will still be available to you (if appropriate).  
 
Should you wish to complain about any part of your participation in this study, 
or the way it was conducted, the contact details of my Research Supervisor 
are as follows: Dr Elaine Kasket, London Metropolitan University, School of 
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Psychology, Tower Building, 166-220 Holloway Road, London N7 8DB, Tel: 
020 7133 2667, e-mail: e.kasket@londonmet.ac.uk. Alternatively, you can 
complain to the Patient Advice and Liaison Service (PALS), St George’s 
Hospital (in the main corridor between Grosvenor and Lanesborough Wing 
near the lift foyer) between 9am-5pm, Monday-Friday, Tel: 020 8725 2453, or 
e-mail: pals@stgeorges.nhs.uk 
 
What will happen to the findings of the study?  
 
Should the findings of this project be published, your identity will be protected 
and not forwarded to the publisher. A publisher will only receive research data 
with identifying details removed. Should you wish to know the findings, then 
they will be forwarded to you upon request. 
 
Who has reviewed this study? 
 
Before any research goes ahead it has to receive approved ethical clearance, 
to make sure that the research is fair. This study has been reviewed by the 
East Midlands – Derby 1 Research Ethics Proportionate Review Sub-
Committee. 
 
Thanks very much for your interest, 
 
Regards, 
 
Nigel Campbell 
Trainee Counselling Psychologist 
 
Tel:  
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Appendix 3: Participant consent form 
 
Study title: An exploration of adult male experiences of having Irritable 
Bowel syndrome 
 
To be completed by the participant:                                           please insert initials in boxes 
 
I confirm that I have read and understand the information sheet dated 20.10.2012,          
version 3 for the above study. I have had the opportunity to consider the information, ask  
questions and have had these answered satisfactorily.                                                            
                         
I understand that I can refuse to answer any questions I dislike and that the researcher or      
I can terminate the interview if undue distress becomes apparent.                                
 
I understand that my anonymity will be maintained by the researcher at all times.              
Exceptions to maintaining confidentiality will occur if I provide information that indicates 
criminal activities, or a plan to harm myself or others. 
 
I understand that participation is voluntary and that my participation decision will not affect        
my treatment at St George’s Hospital. I understand I can withdraw my participation at any  
time. 
 
I understand that a digital voice recorder will be used to record the interview and the        
information provided will be used for this study. 
 
I understand that relevant sections of my medical notes may be looked at by  
individuals from regulatory authorities or from St George’s NHS Trust, where it is  
relevant to my taking part in this research. I give permission for these individuals to  
have access to my records. 
 
I agree to take part in this study.                                                                                                                            
 
------------------------------------------        -------------------       ---------------------------------- 
Participant Name                               Date                       Signature 
 
 
------------------------------------------        -------------------       ---------------------------------- 
Researcher                                        Date                       Signature 
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Appendix 4: Interview schedule (version 1 – 07.11.2011) 
 
(A) Exploring the personal and social impact of having IBS 
 
Q. Can you tell me about your history with IBS? 
(prompt: beginnings, memories)  
 
Q. What is your experience of living with IBS? 
(prompt: freedom, illness obtrusiveness, life impact) 
 
Q. Can you tell me about your interpersonal relationships and IBS? 
(prompt: friends, family, work, romantic) 
 
 
(B) Experiences coping with emotions and cognitions relating to IBS 
 
Q. Can you tell me about the extent to which IBS symptoms are on your 
mind? 
(prompt: duration of thinking, content/ process of thinking, avoidance) 
 
Q. What are your emotional experiences of having IBS? 
(prompt: changes in mood, regulation) 
 
 
(C) Help seeking attitudes towards IBS 
 
Q. How do you feel about seeking help generally? 
(prompt: past examples, illness beliefs, medical help) 
 
Q. How do you feel about seeking help for IBS? 
(prompt: examples, IBS a serious disorder, stigma, IBS too ambiguous) 
 
Q. What’s it like to try to manage your IBS? 
(prompt: controllability, outcomes, my vs. doctor’s problem) 
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Appendix 5: Distress Protocol (version 1 – 07.11.2011) 
 
In the event that a participant appears to be experiencing distress during 
participation in this study then adequate measures need to be taken to 
contain the participant. As a consequence of answering interview questions 
which may prove to be of sensitive nature, certain thoughts and feelings may 
be stirred up for the participant which could be potentially distressing for the 
participant. Suffers of IBS are thought to have a close relationship between 
their cognitions and gastrointestinal symptoms. Thus, as the researcher I am 
aware that upset experienced at a cognitive level may influence 
gastrointestinal symptoms and vice versa.  
 
As an ethical consideration for this study, the inclusion/ exclusion criteria 
implemented for participant selection has endeavoured to only use 
participants that are sufficiently robust from a psychological and physical 
perspective. Participants selected for this study will not have been in 
counselling/ psychotherapy for psychological difficulties for at least six 
months. Also, selected participants will not have a history of serious mental 
health problems or other bowel disorders (in addition to IBS) Therefore, I do 
not expect that the participants selected for this study will experience high 
levels of distress as a consequence of taking part. If a participant does begin 
to show signs of distress whilst taking part in the study then the interviewer 
has experience containing distressed individuals gained through working/ 
volunteering as a Mental Health Practitioner. The following protocol is to be 
implemented in the event that a participant shows indications of distress: 
 
Mild distress 
 
Visible signs: 
 
(1) Tearfulness 
(2) Participant appears upset/ emotional, with difficulty speaking 
(3) Participant appears distracted/ agitated 
(4) Participant appears to be in physical discomfort 
 
Proposed action: 
 
(1) Check if the participant is willing to continue 
(2) Offer participant time to compose themselves before continuing 
(3) Remind participant that they can stop at any time if distress escalates 
including opportunities for a toilet break 
 
Severe distress 
 
Visible signs: 
 
(1) Losing ability to talk clearly/ uncontrolled crying 
(2) Fear/ anxiety attacks/ panic (including physical symptoms) 
(3) Participant appears to be having great difficulty with agitation/ 
concentration 
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(4) Participant appears to be in significant physical discomfort. 
 
Proposed action: 
 
(1) The interview should be terminated by the researcher 
(2) Commence study debriefing 
(3) If physical discomfort is the central concern then offer a toilet break  
(4) Offer appropriate relaxation techniques to ease distress (e.g. brief 
controlled breathing exercises) 
(5) Offer reassurance that their distress is a reaction to the difficulties people 
can have about life problems and that distress will gradually dissipate 
(6) Offer the participant the opportunity to phone a friend/ family member for 
additional reassurance 
(7) If the interview unveils any further psychological difficulties that the 
participant has then efforts should be made to recognise and affirm their 
distress yet direct further discussion of such issues to a Mental Health 
Professional as the interview is not an appropriate environment to offer 
counselling 
(8) Emphasize details of counselling/ emotional support services for accessing 
further help are listed on the debrief sheet 
 
Extreme distress 
 
Visible signs: 
 
(1) Uncontrolled crying/ wailing, extreme emotional distress 
(2) Extreme agitation with possibility of verbal/ physical threat 
(3) Suicidal ideation/ planning and/ or expression of psychotic breakdown 
 
Proposed action: 
 
(1) Ascertain and ensure safety of both participant and researcher 
(2) If it is apparent that the researcher has concerns for the participant’s safety 
then the appropriate mental health services should be alerted 
(3) If the researcher believes that the participant is vulnerable to the extent 
that he/ she is an immediate danger to themselves or others then it should be 
suggested the participant seeks immediate psychiatric assistance via a 
hospital Accident and Emergency Department 
(4) Should a participant refuse the suggestion of accessing immediate help 
and becomes violent then Police should be alerted and suggested the 
participant is detailed under the Mental Health Act pending psychiatric 
assessment (only in very extreme cases will this be necessary) 
 
 
  179 
 
Appendix 6: Participant debrief sheet (version 3 – 20.10.2012) 
 
Study title: An exploration of adult male experiences of having IBS   
 
 
Dear participant, 
 
This study aims to know how men experience and make sense of having IBS. 
It is hoped that relevant themes will emerge from studying and comparing the 
participant interview transcripts. By focusing on adult males, the study aims to 
examine: 
 
(1) The personal and social impact of having IBS. 
(2) Experiences coping with emotions and thoughts about IBS. 
(3) Help seeking attitudes towards IBS. 
 
It is hoped that findings will have relevance for adult men who have difficulty 
coping with/ understanding their IBS. Findings may have relevance for 
improving the professional practice of treating IBS in Counselling Psychology, 
assessing attitudes and beliefs towards help-seeking relating to IBS. Findings 
might also highlight considerations for more effectively managing the 
therapeutic relationship between the client and counsellor in Counselling 
Psychology. 
 
Should you have any questions about the study, wish to withdraw your 
participation, or wish to know the findings of the study then please email me: 
 
Any complaints you might have about any aspect of how the study was 
conducted then feel free to contact my course study supervisor Dr Elaine 
Kasket via email: e.kasket@londonmet.ac.uk or telephone 020 7133 2667. Or 
alternatively contact the Patient Advice and Liaison Service (PALS), by visiting 
the PALS office (in the main corridor between Grosvenor and Lanesborough 
Wing near the lift foyer) between 9am-5pm, Monday-Friday, Tel: 020 8725 
2453, or Email: pals@stgeorges.nhs.uk 
 
  180 
 
Should you have been affected by the sensitive nature of the interview 
questions and wish to discuss matters confidentially, then you may contact: 
 
British Psychological Society 
St Andrews House, 48 Princess Road East, Leicester LE1 7DR 
Tel: 0116 254 9568  Fax: 0116 227 1314 
Website: http://www.bps.org.uk 
(For details of qualified psychologists in the UK) 
 
The British Association of Behavioural and Cognitive Psychotherapies 
(BABCP) 
Imperial House, Hornsy Street, Bury BL9 5BN 
Telephone: 0161 705 4304  Fax: 0161 705 4306 
General Enquiries: babcp@babcp.com 
(Details of qualified CBT practitioners) 
 
British Association for Counselling and Psychotherapy (BACP) 
BACP House, 35-37 Albert Street, Rugby, Warwickshire CV21 2SG 
Tel: 0870 443 5252 
Website: www.bacp.co.uk 
(Details of qualified counsellors and psychotherapists)  
 
Mind in Hammersmith and Fulham 
309 Lillie Road, London, SW6 7LL  
Tel: 020 7471 0580  Fax: 020 7381 5600 
Email: enquiries@hfmind.org.uk 
(Service providing counselling and psychotherapy – many other Mind 
locations in UK) 
 
By contacting your local GP it should be possible for you to obtain free 
counselling/ psychological support. 
 
The Samaritans 
Write to: Chris, PO Box 9090, Stirling FK8 2SA 
Tel: 08457 90 90 90 
(24 hr counselling support help-line) 
Email: jo@samaritans.org 
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Further information/ help about IBS 
 
The Gut Trust (the national charity for Irritable Bowel Syndrome) 
Unit 5  
53 Mowbray Street  
Sheffield, S3 8EN  
Telephone: 0114 272 32 53 (general enquiries) 
Fax: 0114 201 11 12  
Helpline: 0872 300 4537 
General enquiries: info@thegutrust.org 
 
(Wealth of information about IBS, a helpline for IBS concerns and information 
on projects and self-help IBS groups throughout the UK) 
 
 
Thank you for participating in this project.   
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Appendix 7: Example extracts from reflexive journal  
 
04.02.11 
Rational to explore wider/ general beliefs. It’s not all about symptoms in 
isolation. Wider ramifications may relate to co-morbidity with anxiety/ 
depression and possible ‘bigger picture’ for treatment is needed. Treatment 
needs to tackle IBS and the co-morbid condition more effectively?  Is this 
feasible? Or is it, for example, treating anxiety with IBS as an add-on issue? 
 
27.03.11 
Style of interpersonal communication. Can you tell me about your 
relationships with work colleagues, partners, family? Any difficulties with 
interpersonal relationships? Do interpersonal relationship difficulties have 
influence on your IBS? …..How would you like your interpersonal  
relationships to be in an ideal world?  
 
29.10.11 
Woke up today and I’ve been thinking that I ‘hold stuff’ inside too much. I take 
things in but then don’t let them go. It’s as if I can’t trust my environment to let 
my guard down completely. I woke up and felt my body tighten up but not as 
much usual. I need to get into the mindful way of just letting tension enter and 
leave the body naturally.  
 
01.08.12 
I was reading a bit about Klein (Gomez, 1997) recently. Part of making the 
transition away from the paranoid schizoid position to the depressive position 
is realising that the anxieties we were experiencing in the former position are 
not real. That’s similar to my IBS symptoms, it’s like I’m reacting to them as if 
they are a real threat. But deep down I know they are an exaggerated reaction 
to normal GI sensations. I’m striving to reach that depressive position….if only 
I can find a way of embracing it, accepting what I find there.  
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13.11.12 
Regarding the discussion I can talk pluralistically about findings. Can discuss 
a need for understanding (of IBS symptoms) and connect to a psychodynamic 
need to relate. Also, this impaired or non-understanding could contribute to 
isolation and I could discuss the existential implications of this.   
 
18.01.13 
After analysing two participant transcripts, maybe I could have explored the 
social anxiety/ cost of symptoms more in the interviews? Perhaps the 
questioning should have probed better to open up thinking/ meaning making? 
 
11.05.13 
Possible limitation is that I did not measure severity of my participant’s IBS. 
Eric and Jeff [pseudonyms] seem to have most severe/ debilitating IBS. Also, 
Dave [pseudonym] seems to have the least severe IBS. It may be possible to 
discuss these issues with reference to the complexity of individual IBS 
presentations.  
 
McDougall (1989) talk’s about IBS manifesting due to unverbalised 
expression. I could connect this with Cooper (2009) who describes clients who 
just need to be heard. So, McDougall’s idea may not just be psychodynamic/ 
analytic in focus but perhaps translates to a humanistic approach as well. 
Thus, we can appreciate pluralistic counselling perspectives.   
 
12.07.13 
I forgot to reflect on my ‘failed’ therapy for IBS in the discussion section. No 
doubt all three therapists provided enlightenment in their own ways. Yet IBS 
was the central issue I brought to the therapy room….and it was still there 
when I left. Now I think about it two of them tended to focus therapy more on 
issues not particularly related to IBS, areas maybe they were more confident 
or familiar working in.  
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Appendix 8a: NRES approval letter 
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Appendix 8b: NRES amendment to protocol approval letter 
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Appendix 9a: Honorary contract 
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Appendix 9b: Honorary contract extension 
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Appendix 10: Full annotated example participant transcript 
 
Key to analysis notation (right-hand column) 
 
• Normal text (e.g. ‘trying to predict’) denotes descriptive information 
• Text lines beginning with a circled ‘L’ denotes linguistic comments 
concerning use of language 
• Underlined text (e.g. ‘aversion to’) denotes conceptual comments and 
understandings. 
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Appendix 11: Master theme table for example transcript 
 
Themes Line Key words 
IBS consumes and 
compromises me 
  
Cognitive 
preoccupation 
128 Slightly pig headed 
 264 Engage your mind 
 461 Kind of obsessive thing 
 505 On my mind pretty much 
all the time 
 518 All the time 
 536 Cautious and guarded  
 547 Always think about it 
 803 Focuses more 
Restriction, loss and 
identity 
134 Should have been going 
to the pub 
 158 Became slightly 
reclusive 
 190 Spontaneity out of 
things 
 214 Trying to experience 
new things 
 304 Nights in were better 
than nights out 
 503 I won’t… be going 
 561 Missed out on things 
 584 Barely make it 
IBS threatens my 
relationships! 
159 Saying no to your mates 
 300 She understood 
 325 Bit of common ground 
 331 Drifted apart 
 379 Stay connected 
 400 Don’t think ever truly got 
it 
 438 There’s a kind of gap 
there 
 820 Probably have a bit of a 
sulk 
 987 Broken another promise 
Responding to my 
condition 
  
Unpredictability and 
the struggle to control 
IBS 
107 Unpredictability of it 
 148 Think ahead 
 173 Terms of a pattern 
 486 What’s my stomach 
  228 
 
doing 
 543 Change it 
 755 A routine that works 
 853 Knew what was good 
and bad 
 895 Unpredictable nature 
 916 Doesn’t matter what you 
do 
‘I didn’t see the point’ 683 Tend not to harangue 
the doctor 
 695 Taken a lot of badgering 
 728 Didn’t have to ask for 
help 
Can you recognise 
and meet my needs? 
52 He kind of listened 
 649 Identifying with him 
 671 Identification with, with 
the impact 
 701 Be able to communicate 
Coming to terms with 
IBS my way 
  
‘It’s weird this whole 
IBS thing’ 
5 Come out of nowhere 
Dilemmas accepting 
and adapting to IBS as 
something given 
224 Adjusting the way I way 
did everything 
 867 Same time everyday 
 892 Do what normal people 
do 
Concealment and 
negotiating disclosure 
of IBS 
610 Comical kind of 
afflictions 
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Appendix 12: Cross case master theme table 
 
1. IBS consumes and compromises me Line number 
A. Cognitive preoccupation  
Keith:   
Being slightly pig headed it was a battle against myself. 128-129 
If you engage your mind doing other things like finding little 
things like that. [] Then…the train seems to go quicker. 
264-267 
It, it, it does kind of boil down to this, this kind of obsessive 
thing where… 
461-462 
They’re on…my mind pretty much all the time… 505 
Yeah…they’re pretty much… there, there. [] All the time.  515-518 
Five day working week. And you have a… three good days on 
the trot. [] And you find yourself… kind of lulled into a false 
sense of security. And these, these, you can easily wake up 
on the Thursday having done everything… that you’ve done 
the… all week. The same. [] And suddenly think, oh…you 
know? And… then it kind of scares you backward a step so 
then the Friday you are even more… [] aware and cautious 
and guarded and even into the weekend 
524-537 
You always…always think… about it.  547-548 
You’re probably on that day you’re focused more on how you 
feel and, and you’re kind of made more aware of…[] You 
know? You don’t feel right but... 
803-806 
Eric:  
It’s just been kind of constant grind mentally on me. 56-57 
And even when you’re not going to the bathroom, bathroom 
you’re in absolute… agony in the gut area. And it makes it 
very, very hard to concentrate on anything else. [] Importantly 
during the day to day job and also… just to feel positive. [] 
and feel well about anything [breaths in sharply]. [] It’s just a 
constantly erm… corrosive condition [] of the mind. 
165-179 
In terms of erm…if I’ve not been feeling very well with it. Then 
I’ll be a lot more cautious. 
221-222 
Ah….in terms of…you know, you sort of think well, where am I 
going? Is there going to be a toilet on route? 
228-229 
It doesn’t make it easier over all..I guess in terms of  
[] erm…….it’s still a drag on you. 
304-306 
It’s always there at the back of my mind.  375 
It’s become this whole sort of…complicated problem that 
erm…negative issues. It’s really hard to switch off from.  
394-396 
I’m not very, I’m not one of those people that’s good at 
switching off my mind from, from certain things and..[] 
refocusing.  
435-439 
Then erm…it’s hard to switch it off completely from it. 460-461 
It’s erm….but it’s also thee ah…cause of the whole. But is 
also thee…cause of thee whole…nature of it and the fact it 
creates so much excess wind it can be quite embarrassing if 
you’re in the office [] and erm…. And very distracting from 
493-499 
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being able to sort of….focus on a difficult piece of work of 
whatever. 
Erm…it focuses your …concentration and energies. 511 
Jeff:  
It’s just going on and on and on and on.   261 
So it’s…it’s embarrassing. It, it just wears you down. [] It’s a 
headache 
348-351 
All the time cause. [] So…like I’ve got things to remind me. 
I’ve got to rush to the toilet. I’ve got a, I like, I get sickness. I 
get a heartburn so…all those little kinda remind you. 
476-480 
I’ve got all these little signs and symptoms that do tend 
to…..remind ya. 
501-502 
But, like I said when you get symptoms and stuff you can’t 
help but think about it. I don’t sit there and mope about it all 
day.  
528-530 
I suppose it’s how you deal with it innit. If you sit there moping 
about it, it’s gonna be on your mind a whole lot worse innit. 
Cause you’re gonna sit there with the hump.  
558-561 
And I have to plan…plan everything around it so…then it 
bumps up into your brain.  
580-581 
All sorts of things will pop through your mind. 626 
There was a lot more day thinkin’ about it…  1173 
Dave:  
You just go to the toilet and hopefully [laughing] that’s the end 
of it. It’s not on my mind anymore [laughs]. 
496-498 
I always, I used to notice it when I went into bed because I’m 
basically taking off my shirt I’d see this bloated stomach and 
then I’d try and burp. [] So it’s almost more that I could see it, 
wanna get rid of it. [] But actually after a while because it was 
distressing me quite a lot. It was, I’d almost forget about it. I’d 
take my shirt off and go straight to bed. 
762-772 
I do watch the way I sit. There’s a lot more that you need to 
have in the back of your mind. 
1266-1267 
Rob:  
If  I’m in a particularly bad sort of… way. And then I’ll 
constantly be thinking about it. So…[] I’ll be thinking… this 
might sound crazy but I, I might be thinking I’m on a tube and 
I’m feeling really bad. [] And I’ll be thinking… can I make it to 
the, where I’m going or do I need to get off? [] I’m constantly 
thinking about that. 
677-686 
My, my mind just takes over and says no. 718 
I think very much even before then…I would… [] be thinking 
about it. And then if I knew it’s a possibility? 
754-757 
I would start to think about it. Only if I was feeling bad. If, if, if I 
thought…this isn’t, this isn’t gonna be good.  
887-889 
And you might be worrying about it and thinking about it more. 905-906 
Two or three Imodium. Done. Don’t have to worry about it.  949-950 
You can put your mind as ease. 1045 
I think that’s sort of always on my mind.  1469 
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Eddie:  
Well the biggest effect for that is err…if definitely effects my 
mood. [] I get…down. [] And erm…I get more irritable….more 
likely to lose my temper. I can’t, I try to carry doing all the 
things that I do and I find everything quite difficult. Like 
decision making… [] I find it. I get really fuzzy in the head and 
I can’t…make decisions. 
352-363 
But couldn’t be able to even…[] think of it. It’s…it was quite 
serious. 
379-381 
So I tried…as soon as things started to have to get, just take 
myself away from things. [] And just…disengage 
390-393 
Be erm…the erm…sort of, difficulty with...thinking.  549-550 
That, the main thing was that, the, the sort of fuzzy 
headedness leading to sort of decision making. [] and anger. 
You know? Loss of temper really. 
620-623 
Personally I think if you don’t get the thing that I got with the, 
with the massive crushing weight on your shoulders…[]….with 
erm….fuzzy headedness and aching arms and not being able 
to get out of bed and all that kind of stuff. 
853-858 
  
B. Restriction, loss and identity  
Keith:  
I was young [] I should have been going out to the pub and, 
and I like going out to, to gigs and that as it was… it should 
have been…[] kind of easy but it just became a kind of 
trudge… 
134-135 
You know erm….you… became slightly reclusive with it 
because of the unpredictable nature. 
158-159 
And then if you… [] go… and then, then you think, well I’ll get 
to [place name deleted] and, and that pub‘s a bit grim. But 
that one I can use the loos in. So it’s just… [] Every, every 
night out, or every day out for that matter became a… kind 
of… [] Just a… bit of a… bit of an ordeal. Took any kind of 
spontaneity out of things as well. 
181-191 
I know some people like to experience new things but…I 
found more comfort in a…in kind of doing stuff…[] that I knew 
[laughs] rather than trying to experience new things, 
foods….nights out. 
214-219 
She, she understood that nights in… were kind of better than 
nights out. 
304-305 
Probably the furthest answer I can give is probably….because 
I’m very conscious of…if I wake up Friday, Saturday, Sunday. 
Whatever and, and feel…you know? Grim. [] then I, I…you 
know? I won’t… be going. 
498-503 
…there’s an element of….you feel you’re missed out on 
things. 
560-561 
I could barely make it to the pool because I was, I was 
just…..[] in pain and….in, in kind of, no fit state to go 
anywhere. 
584-588 
  232 
 
Be that as it may….ah, you still miss the gig. 808 
Eric:  
I mean one of the problems is that it does limit... makes you 
forward plan what you need, at times if, if you’re quite ill with 
it. 
182-184 
And then you eat or drink something that’s gonna set it off 
because you can’t really avoid it in those situations. [] You… it 
becomes almost a self-fulfilling prophecy. And then you end 
up with the symptoms after not too long which kind of ruins 
the event. [] And does put you off going to [] wanting to go out 
and do anything. You know? Other further socialising. You 
have to sort of force yourself to [] not become a bit of a 
recluse with it really.  
201-214 
If I’ve had a period where it’s not been too bad I’ll be a bit 
more adventurous.  
225-226 
Yes, it has at times, it’s definitely made me less carefree than 
I would have been. 
236-237 
I think also it’s just…the accumulative impact over the years. 
Over the years it’s made me a…much more depressed 
person than I probably would be otherwise. 
245-248 
And erm…that can have an impact as well. And…so that’s 
made me less reluctant to want to go to the gym and exercise 
or jog or…swim 
338-340 
I’ve already forgotten what it feels like to, feels like, to feel 
normal now.  
385-387 
In one way or another it’s a constant… presence. 412 
If I hadn’t had this….it’s acted in some ways as a bit of a 
brake on my career.  
502-503 
But again...the condition can undermine you wanting to do 
that.   
786-787 
Jeff:  
It’s that bad. So, it’s a nightmare you  know? It, it puts me off 
of going places. If I am like, like today I’ve come here I haven’t 
ate all day. 
93-95 
So…it really does effect me from day to day life. Even going 
places.  
105-106 
I either don’t go out unless I can really help it. [] Or like I have 
to starve myself or something, you know? 
135-139 
But that’s the last medicine in the world I can take. 219 
It’s a nightmare really. I’ve become a bit of a recluse even at 
my age. 
314 
I can’t drink because of my stomach. [] And it’s not just, it 
makes my stomach worse. It makes my bowels worse as well. 
Anything that’s inside me… it’s gonna make that hurry up. If 
you know what I mean? My stomach and bowel flares up. [] 
So I don’t wanna go out drinkin’. I don’t wanna go… [] out for 
something to eat. Do you know what I mean? That’s mainly 
what people do with their social life innit? 
406-419 
But yeah there is certain things that like, I have to not do. 576-578 
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Like, like, like, so we do when we’re going out and this, that 
and the other. 
Yeah, it does…It’s going to really because I’m missing out on 
things. 
651-652 
Dave:  
So erm… see, I, I, I don’t personally think of it as a thing. In 
terms of what I’ve got I don’t feel like it erm, radically effects 
my quality of life. It just means that I have to spend longer on 
the toilet. 
89-92 
Particularly if I was trying to keep fit and what not. And keep 
meaning to do sit ups and things I’d. [] Look down at my 
stomach and it would be this horrible, kind of distended thing.  
155-160 
My stomach doesn’t seem to work in the same way that it 
used to. 
263-264 
Bit of an inconvenience but that’s just life. Isn’t it, you know. 541-542 
It’s not like…it’s not like living with IBS is this overarching 
thing which it is with my back. 
637-638 
Rob:  
If I have a pizza, I’ll, that will ruin me for a couple of days. My 
stomach will just be hurting. [] Everything gone out. So…It’s 
hard to be active… against…the sort of…how I would react to 
certain things when you’re feeling well. 
215-220 
But it is sort of just ruining your day to day experience. Not 
wanting to go and do something. Not , you know? Not really 
wanting to go and exercise and stuff. [] And not really wanting 
to go and meet up with people because you just get into that 
rut. 
226-232 
It’s not drastically made me, you know, a hundred percent, 
you know? I feel like I’m normal. [] But I feel like I’m better 
than I was. 
264-268 
I’d go home and I just wouldn’t want to do anything. I’d just lie 
down. I just wouldn’t want to do, go out and see anyone. I 
wouldn’t wanna…[] Just really crap. It was just a really bad 
living.  
383-387 
And…you’ve got to queue to go to the toilets. And, you know? 
Things like that would be…you know I wouldn’t go to a 
festival. 
672-674 
You just wanna go home and lie in bed. But….you need, you 
need to carry on.   
863-865 
To stop me. Because it just, it would…it would just ruin, ruin 
my days, ruin my nights. 
956-957 
So…you just about managed to get to work and back. 1009 
It had to stop me in my tracks. Like…[] it had to physically…it 
had to physically…not allow me to carry on with day to day 
normal… 
1083-1086 
That’s it done. Whereas, that would knock me out for two 
days.  
1145-1146 
Just feeling like you always…like you are managing to do was 
get up and go to work. [] Put a sort of brave face and then 
1392-1397 
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come back. And that was pretty much your life [laughs] for a 
couple of months. It just isn’t great.  
Eddie:  
I do exercise and everything just became really, really difficult. 
[] So a…erm…I would, I would still carry on with it but I was 
just…kind of maintaining things and everything was a 
struggle. 
66-71 
And then there was one, there was a particular episode and I 
was off work for four weeks. I couldn’t….couldn’t get out of 
bed. I couldn’t do anything. [] You know it was really serious. 
So erm…I was, I didn’t know what it was. And, and it was the 
doctor….that took it really seriously at that point. 
88-95 
Because the consequences…it just put me out of action for 
two days. 
149-150 
So.. .I’ve always been twelve and a half stone. That was 
always my normal weight and I ended up about eleven stone. 
I was just kind of going…going nowhere. 
161-164 
I’ve no, I’ve never got close to that and…I can’t even 
remember the last time. 
255-256 
I would…just…get through the day. [] I wouldn’t excel at 
anything [laughs].  
433-435 
I would still have…a good…the….going to toilet thing was 
almost constant. So even when I was feeling better. I still went 
to the toilet. Not twelve times a day…but it would be like…five 
times a day. 
506-509 
Because erm….at the time I was working on 
quite…complicated things and… [] Because I could, I could 
get through at a certain levels but I wasn’t gonna be sort 
of….showing anyone what I can really do.   
530-535 
Because you’re not really …you’re really able to sort of… 
sparkle [laughs]. 
544-545 
I can’t do anything. [] You know? Nothing at all. 612-614 
Fuzzy headedness and aching arms and not being able to get 
out of bed and all that kind of stuff. 
857-858 
Maybe don’t eat anything at all. 884 
  
C. IBS threatens my relationships!  
Keith:  
So you start saying no to your mates. You know? I won’t 
come out tonight. You know? Feeling a bit ropey or... [] the 
classic one. Going for a curry and then some beers….I 
couldn’t think of anything worse.   
159-164 
And just as I was kind of getting worse she was kind of getting 
better. But, but she understood. 
299-300 
Bit of common ground…[laughs]. It’s probably not the best the 
common ground to have. But it, it, it 
actually…erm…became…It was quite an important bit. 
325-327 
Friends…already touched on friends….you kind of drifted 
apart. Drifted away erm from, from kind of friends, friends 
330-343 
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group. As you… engage less and less. And ah, erm…the… 
kind of… main group of friends became work friends. 
Because I was already in work. You didn’t have to make that 
second effort if you like. [] like journey somewhere else. 
So…going for a couple of beers after work or…[] or 
they…became close to them. So…it’s…kind of drifted away 
from my friends group. And they’re, they’re bridges that… I 
haven’t necessarily been able to rebuild. 
So…kind of…probably wasn’t as, as kind of jarring as it would 
have been…three, four, five years before that. [] so…it, it, 
yeah. Yeah, it was, it was an important part actually and a…[] 
and that’s the joy of Facebook [laughs]. Because you can stay 
connected.  
372-379 
That might be an interesting one because erm…you know, 
my, my family are very understanding all the way along. You 
know? And….but I don’t think ever…truly got it. [] ….as….well 
as kind of….ah, my other half….did.  
398-403 
So I kind of sometimes felt that it was…[] …erm….they, they 
didn’t really understand…. [] too well…. Even with, with this 
kind of Fodmaps diet thing. They try…but they…you know? 
I’m still and mum will say…do you want sugar in your tea or 
something and dad will say, you can’t have sugar. Yeah, I can 
have sugar [] but… he’s kind of got it all twisted and, and back 
to front. So they try [] but I think there’s a…there’s a kind of 
gap there. I don’t [] think they truly appreciate it. I don’t think 
probably anyone can really know just how bad it is unless 
they’ve [] …. unless they’ve…been through it. 
424-445 
And you probably…. have a bit of a…probably have a bit of a 
sulk. My other half probably…well she would say I have a bit 
of sulk about it. 
820-822 
Making commitments that you can’t keep. Even if it’s…yeah 
I’ll go shopping with you. Help you with the shopping on 
Saturday morning. [] If you’re not feeling well Saturday 
morning .Then you’ve…broken another promise. 
981-987 
Eric:  
And…erm, I’m sure it’s annoyed my partner and friends at 
times who’ve been out with me. Erm...because I’ll end up not 
being in a very good mood and I’m often [] looking for toilets [] 
and that kind of thing. 
239-245 
Erm..[breaths in deeply] honestly no one has ever directly 
ever asked me about it.  
279-280 
I would say it’s just been…actually, for instance if we take my 
mum. Cause she seems to..she’s suffered with this as well for 
years. So she understands. And you know? There’s some 
sort of mutual sympathy and support there which is helpful. [] 
Erm, and I’ve also got another good friend who’s suffered with 
this over the years so..you know? It’s not like I’m alone having 
to deal with this but erm…. 
316-324 
Jeff:  
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So…yeah, you do have this problem with friends and 
girlfriends and stuff. [] I mean I have quite an understanding 
girlfriend.  
353-356 
So, they’re just certain things that I have to say to her. No, I 
can’t do that because of blah, blah, blah. [] And that’ s when I 
will say, not moan but…[] when she moans that I don’t wanna 
go out it’s because of blah, blah, blah. It’s not just because I 
can’t be bothered. [] It’s because I don’t wanna deal with a 
whole load of other disasters [laughs]. 
368-378 
So…yeah, it’s, as time’s going on…I’m sort of…losing contact 
with more and more people. 
380-381 
And it was like mum and dad had taken us on holiday. Paid. 
And… you know? Booked these excursion and whatnot. 
588-590 
Being up front and…say look I can’t go out for a drink it’s 
gonna make me ill. Or…[] I don’t’ fancy comin’ out for dinner 
tonight because I’m being sick. And I don’t want to be caught 
short. That’s the last thing, I don’t wanna be tellin’ them that, 
you know? 
593-599 
It’s how, how would they take it? Would they think I’m a 
hypochondriac? [] Would they think you’re dying? You’re at 
death’s door.  
614-618 
But things still upset you like…when, when your friends want 
you to come out. And in the end they stop ringing you and…[] 
They think you’re just avoiding them.  
672-676 
They think that like I’ve got a problem with them… rather than 
it’s my own personal problem. You know? [] I, it’s got back to 
me from a coupla friends that saying like, ah, he never wants 
to come out with us. Or don’t he like me? Or? [] You know? 
And it’s not that all. [] So you get other crazy stuff going 
through your head innit. 
678-689 
Dave:  
You know? So it’s interesting. I think if anything it’s quite 
[laughs]. I find it to be quite a good thing because you can sort 
of share. And I am very open with things. 
285-287 
Particularly when I’m in bed and I fart. She finds that really 
unpleasant and she’ll give me a kind of slap around the head 
[shared laughter]. Erm… and that’s probably one thing I’ve 
noticed a little bit more. I have to be slightly more conscious 
about that. 
348-352 
So I tell her I need to do it. She kind of gets annoyed with me. 
But…[] You know? I hope mainly in kinda light hearted way 
[laughs]. 
366-370 
Knowing that my mum had it. And she had books lying 
around. So she wasn’t …kind of embarrassed about it. But I 
guess that was a positive thing. 
449-452 
I’ve done this forty second… fart. It was like a sign of pride 
[laughs]. So yeah I don’t, I’m not, there’s, there’s a bit of 
embarrassment or, or whatever about it but it’s, I wouldn’t say 
I’m too much traumatised by it still. 
580-584 
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Rob:  
And I also think that something that’s sort of changed… in sort 
of living arrangements is that I was living with a couple of 
lads. That erm…I sort of knew one of them well and not the 
other one that well. So it was sort of more…you know? We 
sort of…it would be fine but you wouldn’t really get on with 
one of them. Well, not get on but not really talk. Where that 
lad has moved out. Another lad has moved in that I know very 
well.  
343-351 
That… it brings up so many other sort of emotions in people. 515-516 
Erm…yes. I think because my family is very medical. [] I think 
I’d get straight down to the point with those guys. Like…you 
know?  
565-568 
Yeah, very much…..I, I find that supportive. [] A supportive 
network. I think it’s helped me.  
632-634 
Especially feeling like your putting other people out. By 
making them having to stop. Or… [] You know, I didn’t like 
that at all. 
698-701 
My, my mind just takes over and says no. You’ll just worry 
yourself…into a…that, you know? You might have to stop. 
You might have to annoy people. 
718-720 
My body is starting to give up. It’s just like well…[] I felt …in 
that sense I felt, I felt rubbish. [] I’m not gonna be able to get 
the most out of this holiday. You know I’m gonna be a pain to 
everybody else… That’s a lot…I’m more… I hate feeling like a 
burden on people. So I think that’s one of the worst things 
really. 
1408-1417 
Knowing that I was gonna be the one that always…it was 
gonna be that and the annoying one who might be worrying 
and fretting. And making sure I go to the toilet here. And 
always going as soon as I could and…you know? [] …..I didn’t 
wanna be that person. And I try as hard as I could to…[] 
Either do it in a way that…they didn’t notice….[] Or…try and 
be the least amount of a burden as possible. 
1423-1435 
So even bringing my mood down is having a negative effect 
on their day.  
1454-1455 
I think if you’ve got good enough friends…they do understand. 
[] It’s not just, they’re not gonna not talk to you.  
1474-1477 
But these are the sort of people that you’ve known forever. 
And been to uni with and [] so they, they’re sort of used to it.  
1491-1494 
Eddie:  
So…personally, personal relationship do suffer and I…to help 
with children. That suffers as well. The thing that I, I tended to 
do in the end…is erm…I wear a top with a hood on it. And if 
I’ve got my hood up…[] That means…I’m not really gonna 
answer…any questions. [] Hmm. [] I know this sounds really 
self-indulgent and awful. But it’s all, it’s…it’s like….almost 
beyond…it was beyond me…to you know? If somebody 
asked me a question it would be like….well [sighs]….I don’t 
365-376 
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know? 
And then…there was one person in particular who noticed 
when that was happening….[] and erm..[long pause] But it’s 
not anything that anyone can understand really. They 
don’t…it’s not…many people can…because you know? 
You’re not gonna die from it. 
409-416 
So…you know? It does seem like maybe you’re being a bit 
self-indulgent. So…Erm…I, I definitely say the 
per…relationships at home suffered, suffered more…because 
I was a bit more kind of…there was less consequences I 
suppose.  
418-420 
And if I was out, as well, at the weekend. If I was out with the 
kids. I have to really… think about how I was gonna get 
around.  
466-468 
So…erm…and then of course… your……sort of interpersonal 
skills go downhill a bit. You know? [] Because you’re not 
really…your really able to sort of…sparkle [laughs]. 
540-545 
Especially like at work I was trying….[] to hold everything in. 
And then at home I was trying to…and then it would always 
get, get to a point and I would lose my temper. And I would 
just be like very sort of like. You know? I’ve heard enough of 
this….this is pheww. I can’t deal with it anymore and I just go, 
go away…[] I go on my own. I don’t want to be with anyone. I 
just want to lie, lie on the couch… 
599-610 
  
2. Responding to my condition  
A. Unpredictability and the struggle to control IBS  
Keith:  
It’s inconvenient more than anything. It’s, it’s erm ….thee 
…..thee….. probably the biggest thing is, is the 
unpredictability of it. Which, which has, has been really.. 
105-108 
You…have an element of needing to think ahead. Needing 
to….without…getting it into too far at the moment. But, but 
it’s…you know what stations are on your stop. Have 
loos…and you know which don’t. 
148-151 
So it was about just finding…kind of finding something that 
worked…kind of terms of a pattern.  
172-173 
But…they do become a….you wake up in the morning and 
you think…what’s my stomach doing? 
485-486 
Even if you chance it. 543 
It, it comes down to that thing about erm…..er….about kind of 
finding a routine. [] A routine that works. 
752-755 
And, and…before the diet. I was eating the same thing for 
lunch. The same thing for breakfast….Ah….I knew what was 
good and was bad in the evenings. And…[] 
You….you…….slip into the same…it, it’s ano, just a another 
routine. You slip into the same kind of pattern. [] It’s just with 
different stuff in it. 
851-859 
I haven’t…the, the, the unpredictable nature of it is that you 895-904 
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can do…the same thing…five days in a row and…one of 
those five days you’ll just…be afflicted. [] With whatever it is 
and a….you’ll erm, you’ll think… [] I haven’t done anything 
different. But erm….[] It’s just…the luck of the draw. That’s 
what it feels like at the times. 
So I’m, I’m…more than happy to work really, really hard 
and… you know? And achieve a goal and put everything 
towards it. And then…[] The concept of unpredictability 
coming in and saying…doesn’t matter how hard you work. 
Doesn’t matter what you do. There will be a variable you’ve 
got no control over. Yeah, it was destablising. [] And 
erm…when you feel like you’ve got a bit of that control back 
that’s, that’s kind of heartening that is….. 
911-921 
Eric:  
It would settle down and then it would be okay. And 
something else would set it off. 
36-38 
But the other thing I have tried over the years is the anti-
spasmodic tablets you can take. And, and they’ve had limited 
success. 
143-145 
And then you eat of drink something that’s gonna set it off 
because you can’t really avoid it in those of situations.  
201-203 
I think it’s, it’s thee, with these long-term chronic conditions it’s 
not knowing what to do to sort of relieve the symptoms. Or, 
or…erm, and to sort of basically solve it. 
264-267 
Because I can find that if I do a lot of exercising and jogging 
or anything that’s gonna shake my gut up it can set it off. 
334-336 
On one or two occasions in the past where I have been to the 
gym and I’ve actually….had an accident as it were. [] And had 
to…leg out of the gym. 
351-355 
Because, you, you know I can just feel it just…[] Going 
overtime ha! 
489-491 
And then you have and….you know that there is nothing that 
you could have done to stop it. Or, or there doesn’t seem to 
be a huge amount you can do to…[] To cure it [knocking noise 
on table]. And it is curable. Erm…so a sense of help, 
helplessness. 
528-533 
If my response to the condition was gonna be like an android 
or... [] You know? Logically thinking robot rather than a 
complicated emotionally… you know? [] Difficult human being 
then…then perhaps…[] A whole, my own experience would 
be a lot easier. 
791-799 
Is ma, not ever made it [noise of knocking table] immediately 
obvious what is setting it off. 
838-839 
Jeff:  
So, if I’m planning to go out I can’t eat. Otherwise I’m gonna 
get caught short somewhere or something. It’s that bad. 
91-93 
Have, like I have to do that rather than risk getting caught 
short somewhere. 
97-98 
Like, I, they can’t direct me to something cause I can’t hold 142-148 
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my toilet. It’s that bad. [] You know it’s not just diarrhoea. 
Ahhh, I’ll go in a minute sort of thing. It’s like [] It’s there and 
then and you ain’t got no chance. [] [laughs] so it’s really 
embarrassing to be honest. 
It’s just certain things I can do to help myself to a certain 
extent. [] As it was. [] It doesn’t fix me but… [] But it makes it a 
little bit more bearable. 
241-248 
And then it’s…made something else happen. [] It’s like a 
knock on effect.  
261-271 
It’s a nightmare when it comes to…people just going and 
giving me medicines for this and that and then not realising 
what it, what it’s gonna do. You know? [] Because of my belly 
and bowel…problems. 
283-287 
So I have to be. It has to be. Because if I’m going out or 
something. Because…[] I, I have to plan everything around 
my belly and my bowel. 
515-519 
And there are certain things I can do for myself to avoid. [] 
Like certain foods and medicines and so on. [] It’s not there so 
strongly. But going back five years or so. It was there, all day 
and all night.  
535-541 
And I have to plan…plan everything around it so…then it 
bumps up into your brain. 
580-581 
Yeah, yeah it’s took a long time to get… to get my head round 
it and find out what helps and what don’t. [] And still this kind 
of….. loosely what helps and what doesn’t. You know? [] Like 
I said before things were here there and everywhere. And that 
was really stressful. 
1164-1171 
It ain’t until I’m taking it for a little while and…things start to 
change that…I ain’t got a clue what’s going on again. 
1282-1284 
Dave:  
I’m trying think whether there’s, there’s probably been a few 
occasions when I’d be out and about…..oh no, oh Christ…you 
know I’ve got to rush to the toilet. 
117-119 
And then the next thing I know I’ve got to literally leg it. 137-138 
I’ve gotta be more, slightly more careful about what I eat 
and…things like that.  
525-526 
Rob:  
Where it’s a day to day sort of challenge. 40 
So it all sort of peaked at a time. [] Whereas, I was trying not 
to eat certain foods. And, and trying to be really good not 
drinking. All that sort of stuff. Increasing my exercise. [] 
Erm…it just worse and worse and worse [laughs]. [] So that’s 
when you start doubting. Well, you start doubting what people 
are telling you…..you, you, I couldn’t find…a pattern. I couldn’t 
find…and it was really like…annoying me. 
61-72 
And even when I felt I was actively doing something with it 
when I felt bad. It didn’t feel like it was getting any better. 
250-252 
I’ve cut out a lot of crap. Which, which is helping. 263-264 
I think I still haven’t got there… with things like…eating at the 275-277 
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right time of day. And food in controlled portions and all that 
sort of stuff. 
I think about…I would plan…before. 742 
You make those decisions before because you just learn how 
to deal with it. So…[] You know make yourself go to the toilet 
before. 
913-916 
Erm…because then…nor, normally the times where it catches 
you out a little bit when you might have to…you know? Rush 
off and do whatever. Is normally when you’ve forgotten about 
it. 
921-924 
Of making sure the few bits and pieces that you’ve done. I 
normally carry around Imodium or codeine with me.  
931-933 
And it was still getting worse and worse. And I was 
thinking…you know I’m not drinking, I’m not doing this 
and…what’s going on? 
1098-1100 
Eddie:  
I was sort of left then…with my own…management…of the, of 
the condition. And because erm, because I’m really strict with 
things. [] If, if, if something doesn’t agree with me I won’t eat 
it. So I ended up with a really, really limited diet. Like basically 
tuna fish and rice. 
134-140 
Because I was terrified of eating things. [] Because the 
consequences…it just put me out of action for two days. 
147-150 
It’s just really odd. Erm…this is strange. What’s going on? 
And everything seems to be kind of changing slightly. 
184-186 
I’m really, really, really wary of the whole thing. [] I mean she 
says…she said it’s...it’s important that I do it. But it’s because 
there’s not been a time when everything is kind of calm..  
276-280 
I’m gonna do what I can do to get through this. You know? I’m 
not gonna… go out on a limb…[] So erm…so I was treading 
water for a while …  
437-442 
It was really easy for things to go wrong.  463-464 
So I was eating chick peas as well as tuna fish and rice. [] 
And erm….and that was causing me. Even though I was on 
this really mental diet. That was causing me loads and loads 
of problems. 
560-565 
It’s like, you have to have a strategy for everything. 
Like…geographically and erm….[] With people socially you 
have to have a strategy. 
872-876 
So….there are, there are the odd occasion I don’t feel quite 
right and I don’t know what’s happened. 
944-945 
  
B. ‘I didn’t see the point’  
Keith:  
So…but yeah, yeah. I tend not to harangue the doctor. 683 
Erm………it’s a…… kind of…it’s something that…it’s 
taken…a lot badgering [laughs] from my folks and my other 
half to kind of persevere. Because erm…when you hit the kind 
of hospital end of things. [] I…….you know? There’s, things 
694-700 
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tend to just slow…right up. 
So… [] The motivation to keep going was…was kind of 
lower….but erm…[] IBS it’s…the, the fact that, that…in the 
very early days. They talked about a drug called Buscapan. [] 
And now you can pick it up off the shelf in saver centres. In 
Sainsbury and Tesco. [] You don’t even have to ask for it over 
the counter. It’s right there on the shelf. You know? [] 
That…that was the kind of cure all drug to begin with. [] 
Erm…so…you didn’t kind of have to ask for help.  
711-728 
Eric:  
And to the point where I’ve just got older and generally….I 
don’t know? Erm….. less willing to be put off. [] By…[] The 
medical system. The health system. [] And be a lot more 
willing to push back. Which I think 
587-595 
And then I think… you know? I’ve gone through long periods 
of where I’ve just not bothered. But I didn’t see the point… in 
[] pushing it. [] Ah, of course in that time the internet has 
massively filled a huge gap in all of our medical knowledge. 
624-631 
Just, just to see whether actually it’s worth going to bother the 
doctor with. 
657-659 
Jeff:  
It’s just about looking…looking for an answer with the 
erm…doctors. 
198-199 
Because there was…a coupla years where I kind of…excuse 
the language but I said, oh fuck it! [] I ain’t bothering no more. 
I ain’t gonna come into the hospital ‘cause it ain’t helping. 
962-966 
Well, yeah…the past, I kind of more enthusiastic to try and get 
better. [] But now…if, if I’ve got certain a health problem I 
think, oh okay. I’ll leave it might get better.  
997-1001 
I don’t want it to get worse worse. [] You know? So I do have 
to sort of continue with it, you know? 
1063-1066 
Sometimes, maybe where I am used to things…[coughs]. I’m 
kind of…I don’t push, push things as much as I maybe should. 
[] Don’t know why? You know what I mean? [] I’ll see you in 
six months. O, o, okay doc. [] Thanks. I’ll see ya in six months. 
See ya. [] And I should really just sit on the chair and say, I 
ain’t moving [laughs]. 
1236-1247 
Dave:  
But maybe that’s what…I don’t, my guess is that is that I 
probably wouldn’t have seen anyone about it because it’s not 
inconveniencing. It’s not… [] If you said tomorrow…you are 
never gonna have these symptoms again. I’d be like…oh 
that’s pretty cool. I wouldn’t be, oh my life is so much better. 
941-947 
So I’ve done it but the reason I mention that is because my 
wife always, was always the person who said, you’ve got to 
go and see these people and the GP about it. And I’ve always 
kind of gone what? They’re not gonna do anything about it. 
It’s not really worth it. Fine. I’ll go because she’s. [] Really 
nagging at me. 
1029-1036 
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It’s not killing me. Are they really gonna do anything about it. I 
probably won’t bother. 
1038-1040 
Well, I suppose I…apart from really going to see the 
gastroenterologist. [] I’ve not really…done anything about it. If 
you like. [] I’ve gone to see her because she said well, I can 
tell you some stuff about your diet and we’ll do the 
colonoscopy. And I guess that’s the only time I’ve gone to that 
kind of thing because I can live with it. So I’m not fussed 
about… 
1062-1071 
I don’t really want to speak to anyone about it because it’s not 
killing me. 
1098-1099 
Rob:  
I’d only ever go to the doctor if it was really really bad. And it 
tended to be because I had food poisoning because I had 
something else. It wasn’t that underlying week on week bad 
stomach and etc etc. It tended to be when it hit a peak or 
whatever. 
131-135 
There is a few bits and pieces of advice where…sometimes 
you just need to break free of that and go and see someone 
separate. 
636-638 
Until I managed to come in here and actually do something [] 
pro-active about it. I think it, it needed to be really, really 
dramatic for me to even, for me to, to think that I needed to 
come in to… [] It had to be… because I’ve lived with it for so 
long. [] It just felt normal. [] So… it had to be something… that 
was really bad pain for long period of time before I would do 
anything about it…  
1019-1032 
And then I was just like…speaking to mum and everything 
she was just look, go in and have it done. 
1041-1043 
So to come in to have a quite…you know? Not a nice 
procedure done. [] Wasn’t…you know? Top of my to do list. [] 
And…you know? You almost squirm and I don’t want to do 
that type of thing. But I did it. Got it out of the way.  
1053-1060 
Erm…thinking that…you know? If I actually just sorted myself, 
if I did more exercise and actually ate better…[] And you 
know? That would have a big effect. So…you know? I almost 
don’t deserve to come and seek help. 
1110-1116 
But you do feel in some way…that you need to seek help and 
etc etc. But…..[] …..you still feel that you can do a lot about it 
before you go and see them. 
1157-1161 
Eddie:  
I’ve been in and out with this thing for…you know? For quite a 
while for it. And a…and I said…you know? It is…a medical 
thing…it’s not a New Age or anything like that. And it’s a new 
thing. I don’t know anything about it. [] I’ve tried my little 
version of it. I really need help. All I want is help. You know? I 
just want somebody to sit down with me and say look, this, 
this and this and then…[] And that will work really well. 
190-201 
So….you, you do get the feeling that you don’t wanna bother 736-739 
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people. And especially when it’s something…that’s about 
going to the toilet.  
So….I don’t know…I can’t really answer the question about 
going to get help for me personally because I didn’t really 
think that I had it but… 
863-865 
  
C. Can you recognise and meet my needs?  
Keith:  
It was taking the time to kind of get around to seeing the GP 
and, and not being funny. Being the size I am. They take a 
look and go, you must be eating a load of… crap. And 
therefore you’re feeling. [] Crap. Pardon my French. But 
there’s, there’s an element there of not…I was lucky to have a 
pretty good doctor to begin with. Pretty understanding. I think 
he was a locum…actually. [] Erm…and he, you know he…he 
kind of listened, and kind of listened beyond it rather than jus 
thinking, making a kind of judgement. But it, it. 
42-54 
Because the guy, the locum a…was quite approachable. He 
was…quite open. Relatively young… bloke and there kind of 
an element there of…kind of identifying with him. 
646-649 
He actually took the time to say…oh, that’s not good. That’s 
not right. Oh no, no…[] …..ah…..yeah. That’s…clearly 
something wrong. Rather than just charging head strong, 
sorry head first into…[] Erm….the, the kind of….. trying to fix 
it. So it, a real identification with, with the impact it was 
having. [] The kind then…showed the…bit of thought into, 
kind of…what he considered to help it rather than…just… [] 
Take these pills and then those pills and then, then it’s just a 
course of treatment. 
667-681 
And erm, the particular consultant I was seeing didn’t…didn’t 
seem to be able to communicate very well…on, on a kind of 
number of levels. 
700-702 
Eric:  
Not, and then going to speak to doctors and GP’s. Even 
today…still not really getting what I call…the very 
knowledgeable…even now…the particularly interested kind of 
response from the NHS. [] I think…it’s always, I’ve always got 
the impression that…particularly for general practitioners that 
it’s not something that you know an awful lot about. 
66-73 
Yeah, I mean..I think the GP has not really given me much 
other than… lastly referred. I mean. They obvious did the 
whole range of tests, the blood tests and things. Check for..[] 
what else could be causing it and things. 
118-123 
I would say that I think..the lack of information and support 
that I received from the NHS over the years has been has 
been an issue. 
324-327 
But I think…also because of that……because of the lack of 
help….or information you are giving. And the fact that people 
just…particularly when I first started…when it, just put down 
570-576 
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to..oh…you know? It’s nothing that important just….sort of 
deal with it whatever. Or just sort of…food allergy or… 
Jeff:  
I couldn’t really go to the toilet properly [breaths in deeply]. 
Erm…then a surgeon said he’d help me out. Erm, he did an 
operation that I didn’t really need [laughs]. And made it a 
whole lot worse. 
15-18 
It’s a nightmare when it comes to…people just going and 
giving me medicines for this and that and then not realising 
what it, what it’s gonna do. You know? 
283-285 
Once upon a time. When, when the doctor really thought, oh I 
know what’s best for you. And tried explaining the…I don’t 
think that’s the best way forward because I live with my 
symptoms. [] I’m not be funny but a doctor’s only got ten 
minutes for you. So…it, it’s kinda awkward innit. [] You know? 
And I’ve gone back said, I’ve still got this problem blah blah. 
Nothing’s changed. You’ve just operated on me. Blah, blah, 
blah. And they ain’t got the time of day for you. 
697-708 
Had a root around and then shoved me out the door [laughs]. 
[] And then not wanting to be interested. [] Which is, I got 
really angry about that. 
713-718 
Sometimes I just truly believe doctors say IBS. It means 
haven’t got a clue what it is [laughing]. [] Don’t know how to 
help ya. 
742-745 
Stick me in the hospital for a week if you don’t believe me. 
You can come follow me to the toilet every ten minutes. 
845-847 
You’re thinkin’ do they believe you? And…they think I’m 
making it up. [] Like… do, do you think you’re trying to put it 
on to sound worse? You’re thinking… you’re over-thinking.  
889-893 
Yeah…like where some doctors tried to help me, some 
doctors are just not wanting to know and they palm you off. [] 
Shove you on to someone else. [] Then you get the odd 
doctor the, the, that my belly/ bowel doctor now bless her, 
she’s lovely.  
926-933 
Thinkin’ that like…have I got a battle to get my point across. 
You know? [] Just being swept under the carpet is no good. 
947-950 
So…it’s all good. I’ve seen dieticians and stuff and certain 
things have…obviously like, sort of made a slight little bit of 
difference. But certain, certain things really don’t make a 
difference. 
1079-1082 
I say to them I’ll try anything if it’s gonna help me. [] But it’s, 
when someone says to me ah, it’s all in your head. It ain’t. It’s 
in my spine, my belly, my bowel [laughs]. 
1145-1149 
It’s…it is like…it’s a lot easier to write something down than it 
is to deal with it.   
1232-1234 
Dave:  
Because the irony was the gastro person said you know? 
Don’t eat so much fruit. And I was like well…..you know 
somebody else will tell me to have my five portions a day. 
529-532 
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For example, let’s say I went back to the dietician. Sorry, it’s 
the dietician that told me about the change in my diet. If I went 
back to her…she would tell me to change my again and I 
don’t really want to again. 
1075-1078 
And if, I and I suppose if someone said the major thing that 
you can do about this stuff is change your diet I don’t want to 
hear it [laughs]. Having said that, the irony was, the one thing 
she said was don’t eat so much fruit in the morning. Erm… 
which I’ve done. Don’t, I don’t have a smoothie in the 
morning.  
1092-1097 
To be honest through conversations with the GP’s and 
whatever. But…[]  Yeah, and it’s definitely made a difference. 
I can tell it’s… [] It’s a lot, I have a lot less problems with 
bloody…toilet tissue. 
1220-1227 
Rob:  
So I went and saw the dietician. And erm…she was very 
helpful and she suggested that maybe try the fodmap. 
187-189 
Yeah. Well I think, that definitely helped when going…when 
coming here. [] And seeing, you know? Some consultants and 
erm…Because they actually are…you know? Specialists in 
that field.  
642-647 
Was very nice in the way that she explained why these 
different…you know, these different foods are…you know? 
Can be absorbed differently in different people. Some…you 
know. [] And what it does was…you know? Bringing in water 
and that sort of stuff. And causing pain and wind. 
842-848 
It was something where I was able to say I had done 
this…and it’s not really worked. What’s your advice type of 
thing? 
1172-1174 
I’ve always started, I’ve almost sort of decided. [] What it is. 
What I need. And what I’m gonna tell them. 
1227-1230 
Less confident about faith in them as a doctor. And faith in 
my…[] Own feeling about what it is.  
1253-1256 
Eddie:  
Erm…there’s lots of different things and you’ve got…one of 
those. But…because it’s not…kind of life threatening…going 
back to my GP… It’s sort of dismissed then…It’s a bit 
like…okay, you manage it yourself. You’ll know the best…you 
know if don’t like. If there is something that doesn’t agree with 
you don’t eat it. 
125-132 
So I went to my GP. Who’s a very old school GP. And she 
looked at me and sort of rolled her eyes. 
188-189 
And she, she talked me through everything and…pointed out 
where I was going wrong. Things that I had excluded…she 
said no. She gave me a book with everything in it. [] It was all 
written there. So that was brilliant. She understood exactly 
what I was talking about as well and erm… 
222-230 
I’d go to the doctors and they’d be like…well, you know your 
body better than I do…you know? Shrugged the shoulders. 
582-586 
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But anyway. You know? Managed to finally get someone who 
knew something about it. 
But the suggestion constantly from doctors was that it was to 
do with stress……Which used to annoy me a lot because 
I…in stressful times my, my had twins… [] Erm..…and a year 
later my, my mum died…but during both of those…I didn’t get 
any symptoms. 
627-633 
The only thing that I have is that…erm…..I think…..my 
experience with specialists is really positive. 
699-701 
With GPs…I don’t get that at all. I don’t get any…so you feel 
intimidated going to talk to them. Because you sort of think 
they are gonna dismiss you straight away. 
711-713 
They seem to really interested in actually solving the problem. 
And there’s a lot of feedback and, and…and they seemed 
quite pleased if…things moved forward. 
726-728 
It’s really important because it’s like…it’s also….getting 
treated like you’re involved. You know? You’ve got a brain 
and you can actually have a conversation with someone. 
754-757 
I mean I tried to loads of different things. I went to a 
nutritionist. Because originally I didn’t know the difference and 
that was…a complete waste of money and…everything else. 
951-954 
  
3. Coming to terms with IBS my way  
A. ‘It’s weird this whole IBS thing’  
Keith:  
Erm…it, well, it seemed to have come out of nowhere. About 
seven years ago. 
5-6 
Eric:  
I think the worst thing about it not knowing really what it was 
in the beginning to begin with. 
63-64 
Or just tryin’ to find out what caused the problem in the first 
place. Not really…[] knowing. But having a potential rough 
guess about of what it might have been.  
86-90 
I mean kind of, it’s almost a relief to know in a way that what’s 
caused it….you know, what’s caused it and what it, the central 
problem is. 
99-101 
The fact that I’ve had to do a lot of self-research. I’ve had to 
go and find stuff. [] Which, which has helped. 
327-330 
Ah, of course in that time the internet has massively filled a 
huge gap in all of our medical knowledge. 
630-631 
You know, I think you can say with almost anybody who, 
who’s got an ill….an ailment of some sort today. [] and….er, 
it’s gonna, it’s gonna be some element of self diagnosis and 
googling the erm… [] the condition to see what you’ve got. 
650-657 
And erm….and I think it was during that I picked up the bug 
that. [] turned into this IBS. 
678-681 
Well, part of me thinks it’s, it’s just down to, at this time…quite 
a lack, big lack of medical knowledge around it. 
711-713 
Erm….so….I, it’s, the problem with it in many terms, also with 721-727 
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IBS it’s an umbrella term for a whole range of conditions. 
[breaths in] and trying to actually [breaths in sharply] focus 
down, drill down into the one main thing that’s be causing you 
the problems. [] It’s, it’s like trying to nail jelly to a wall. 
You’ve got this, much more information which makes you 
realise how, how little you still know about it. And how more 
big and complex the problem is. 
753-755 
Erm…It’s only in the most recent year or two that I’ve become 
more aware of the kinds of foods that are really…not just what 
I’d say just obviously setting it off. But which medical 
knowledge is telling me it’s more prone to it off.  
826-828 
Jeff:  
But it’s still classed as I, IBS even though it’s completely 
different 
31-32 
So. Don’t know what, don’t know what went wrong there? But 
[breaths in deeply] it’s just changed. So, it’s gone from one 
extreme to another.  
51-53 
That was before…everything was here there and I didn’t have 
a clue what was going on. 
159-160 
I couldn’t get my head around it. I didn’t know what was going 
on. 
238-239 
But like I said before I couldn’t, like my symptoms were 
slightly different. 
263-264 
See, it’s meant to be like I’ve got this stomach infection. 
Which is…I don’t know if it’s part of the bowel thing or what 
but. [] It certainly does effect my bowel. 
319-323 
And right back when…I couldn’t, I didn’t know what was going 
on with what I was being sick all day long. 
448-449 
I’m trying to get my head around it. 535 
It’s…..a lot of people have IBS and it’s different. Their 
symptoms is different. 
739-740 
Yeah, I used to worry. When I, when I didn’t have a 
clue…what was where, who, what and you think, you know? 
776-778 
It’s the not finding something which is worse if you ask me.  874-875 
The unknown is whole lot worse. 886 
Yeah, well… because it’s weird this whole IBS thing. Because 
my symptoms have changed. Changed. [] I just think. How, 
how can you say it’s like the same thing? [] You know? Maybe 
I’ve got another problem somewhere? Blah, blah, blah. 
1041-1048 
So it’s like. If things can change that much how can it be the 
same thing? Unless there’s a big range.  
1120-1121 
Dave:  
And I thought there’s something weird going on here. 75-76 
It’s like if things feel like they’ve changed a lot. And they have, 
like massively then ….then, something’s happened to trigger 
it. 
98-100 
My stomach doesn’t seem to work in the same way that it 
used to. 
263-264 
It often comes up ‘cause we’re talking about beer or say…oh, 269-272 
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we don’t drink lager anymore ‘cause it’s really gassy. And 
maybe that’s one of the things that causes bloating.   
Erm…Because she had IBS. I remember as a kid she had 
IBS. And she had books about it around the house. [] 
Erm…And I’ve mentioned it to her because…I’ve basically 
said to her. You know when I was trying to work out what was 
going on. I sort of said, I remember you having these books 
when you were young. You know, what was all that about. We 
talked about that a bit. 
377-385 
I think, well, I think it’s one of those things, when something’s 
going weird with you… it’s the same with my back. It’s like you 
want to… I’ll think what’s explanation for it? And whatever the 
explanation is you just want to know and is it something 
genetic. And I just remember thinking, ‘oh my mum’s had this’. 
That might make some sense.  
394-400 
So what is it? So what, what is it that’s causing it? Is it 
just…getting less tolerant of certain foods or whatever. 
431-433 
But knowing my mum had those things. I don’t know what 
caused it with her but just, I guess it’s thinking well…these 
things might be connected to a degree and. [] and it may 
be…I guess it makes you feel less odd…. 
439-445 
I don’t know, I think it’s, it’s, because I associate it with this 
thing that my mum had. 
605-606 
And probably the reason I don’t say IBS is it…a, I’m not. I 
don’t really under, I don’t really think…that is what I’ve got I 
suppose. I just think I’ve got a series of little symptoms that… 
[] maybe make up this overall thing. 
630-635 
Whereas, in a way, I suppose I was thinking…I, I certainly 
think of the farting and the bloating is linked but in the way I 
kind of think, I don’t see that…[] the going to the toilet stuff is 
quite the same way, as kind of, these kind of…[] little things 
that happen to me rather than this big condition. 
665-673 
And I think fruit is one of the things that makes things really 
kind of gassy and, I don’t know. 
1137-1138 
I’m not sure that’s an IBS thing. It feels like it’s more of kind of 
a piles thing [breaths in]. But I don’t know? As I say, I’m not 
really sure how they’re all. 
1296-1298 
That’s why I didn’t wanna…say I have IBS because I feel it’s 
just lots of little things.[] That are hard to explain 
what’s…what’s going on. Is it one? It would be brilliant to say, 
all of these are caused by this one thing IBS. But to me, what 
I’ve heard about IBS it’s not exactly, it’s not like…[] You 
know? You have this virus that causes all these things. It’s 
like a term that describes…[] All these things. And potentially, 
a thing that can be caused by lots of different things from what 
I can see. So I don’t. So I don’t find it that helpful in terms of 
encapsulating evidence going on. 
1310-1324 
Rob:  
I couldn’t find…a pattern. I couldn’t find…and it was really 71-72 
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like…annoying me. 
Obviously, sort of something that erm…fit well with me. When 
someone said…like diagnosis before I had…is that they said 
erm…what did they say? They said I had a very sensitive gut 
[] and…that kind of sat a lot better than… 
116-121 
That sort of fitted with me thinking that I had a very sensitive 
gut. I would react differently to somebody else who might 
have it.   
168-170 
You know there’s obviously, there’s a link to stress causing 
…you know? Stuff. So…[] Doesn’t fit perfectly well with me.  
306-309 
Then I had the colonoscopy. Then I found out that everything 
was okay which... which put your mind at ease a tiny bit. 
401-403 
It has to, I have to have…you know there’s part of me from 
him, and part of me from my mum. My mum is a huge worrier. 
She worries the whole time and frets the whole time [sound of 
alarm in corridor goes quiet]. [] So a combination of having 
some genes that make me worry and…[] and having a bad 
stomach when you, you know intolerance to certain foods 
may be slightly erm….as maybe…made me who I am now. 
816-827 
That’s, that’s all I try and do. Is always try and make sense. 833-834 
I think when you turn up with stomach ache and stomach 
issues it’s different in the way that…[] An idea of what it is but 
don’t really know.  
1245-1249 
Eddie:   
But that I found really confusing because I was in agony, 
absolute agony. I’m sort of…screaming. But is was shaking 
and, and sweating and…[] went completely white and, and the 
other people that were having the test there were all having 
tea and biscuits. 
111-117 
So I knew that there was something that was a bit 
different….but thee. When I saw the specialist afterwards he 
said it’s IBS. But IBS covers massive range of things and it’s 
not…it’s not just like stomach cramps and bloating and that 
kind of thing. 
119-123 
I suddenly felt like…oh, this is weird. I feel…like I’ve got 
energy all of a sudden. 
181-182 
It was almost instantaneous. It’s just really odd. Erm…this is 
strange. What’s going on? And everything seems to be kind of 
changing slightly. 
184-186 
But people will tell, they’ll say, oh I’ve got IBS you know? [] 
[long pause] So maybe, yeah it is…I know it’s very wide 
ranging. So I’m not going to sort of…say to them, no you 
haven’t got it but…[] you know? I think there’s…there’s a lot of 
different kind of facets to it…..  
340-348 
But……when I kept getting told it was stress. Do you suffer 
from stress? I’m like hmm…I know that there is something 
else to it. You know?  
652-655 
Well….well originally when I, when I, when I went to the 
doctors I didn’t know that it was IBS. I didn’t think it was IBS 
798-807 
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because the general thing about IBS is yogurt and bloating 
and women basically. [] You know that’s the general idea that 
you get bloating. Everyone is obsessed with going about this 
bloating thing and I didn’t ever get bloating. Erm….so I just 
didn’t think it was anything to do with IBS. I didn’t know 
anything about it really. 
  
B. Dilemmas accepting and adapting to IBS as something 
given 
 
Keith:   
But, ah…adjusting the way I did everything and what I kind of 
approached it. How I…planned it. 
224-226 
I mean that, that…the kind of main things really….and, a 
doing things at the same time. Wakin’ up at the same time 
everyday. Being at work at the same time.  
865-868 
The team is going out to lunch today. Yeah, great. I’ll go out 
and do what normal people do [laughs]. And a…[] and you 
end up paying for it. Oh, right that’s why…  
889-893 
Eric:  
And then somewhere over the last ten years it’s just become 
…almost …normal now. Just a sort daily occurrence really. 
40-42 
Over the years you do become better at self-managing these 
things. [] And dealing with these things and dealing with them 
emotionally. 
298-302 
It’s probably I’ve, I’ve already forgotten what it feels like to, 
feels like, to feel normal now. [] With regards to the 
whole..bowel habit and going to the toilet and all this…what 
most, a lot of people take for just you know? Being a regular 
non-event of the day 
385-391 
Erm…but to the point where I think…you know? I am where I 
am and …I’m just gonna have to get on with it now. [] Until 
erm…some massive medical breakthrough in…[] 
Understanding of the whole central nervous system and how 
it links to your gut it’s just [laughs].Until there’s some, some 
breakthrough on that. You know? They tell you…[] I can sort it 
out now….with a magic drug or whatever. I just get on with it 
really [breaths in sharply]. 
601-613 
I can re, be reassured of….just what I’ve got to do to deal with 
it and get on with it. 
704-705 
I guess if I wanted to I could probably make, make things a 
bit, a bit easier for myself. [] At the risk of having a more 
boring life. [] But ahhhh less, sort of, problematic health wise 
(knocking noise). So …it’s trade off. 
849-856 
Jeff:  
I’ve kind of got used to…know, as in a way that, I have to get 
used to it. I’ve got no choice. 
155-156 
I’d go back to work and be healthy any day of the week. [] 
Sick to death of being sick. [] But there is not really a lot I can 
do about that.  
466-471 
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I was getting bounced around from clinic to clinic. [] And now I 
just try and deal with it as such. 
780-782 
Where I’ve done things for so long…and got used to things. 
It’s kind of…I do them naturally now. [] But there are things 
you sort of think about. [] You know? A normal person you’d 
have to like…you know? It’s awkward to understand 
really…..Erm, yeah like there’s certain things I’d do that…I 
shouldn’t have to do. [] You know like when I say about eatin’. 
[] If I’m going out I don’t eat…all day. 
1181-1194 
I do certain things and…it, it shouldn’t be havin’, sort of 
natural to do those things. But they kind of [] I’ve done it for so 
long now. They do help me and I don’t have to think about 
things so much. 
1207-1212 
What, what, what do I do? Live like this forever? [] I don’t 
know? But then I think to myself well, maybe they’ve done 
everything they can…and I have just got to live with it. So 
that’s why I’ve sort of adapted my life around it. 
1252-1257 
Dave:   
And I spend more time on the toilet. Frankly I just get my 
iphone out and I sit on the toilet and I. [] Read the news for 
fifteen minutes if that’s what it takes. 
168-172 
I don’t drink lager anymore because it’s too gassy and I 
got…stomach problems 
282-283 
Whereas now it’s, it’s a practical thing that you have to deal 
with, you know? [] If I’ve gotta get rid of wind, I’ve gotta rid of 
wind and you know.  
515-519 
I’ve gotta be more, slightly more careful about what I eat 
and…things like that. [] I don’t really. I’ve changed my diet a 
bit…but not much. 
525-529 
If you monitor your health you…make certain compromises.  544-545 
In terms of, it’s inconveniencing, without really thinkin’ 
about…getting old in the same way. [] I shouldn’t be, I’m in my 
early thirties and I don’t feel old. [] So…it was a weird thing to 
tryin’ have to just …detach the physical side of things that 
were going wrong. 
893-901 
The fact actually I’m only thirty. It’s not that I’ve got old and… 903-904 
So actually…my hygiene…[] Is probably improved because I 
do that. To be honest that feels really weird. [] And I 
remember I’ve had this conversation with my wife a couple of 
times. You can’t come into the toilet I’m just wiping my bum, 
you know? And it just feels like really weird. I don’t like the 
fact. [] That I do that. Because it just feels like…who has to 
wipe their bum at random times unless they are going to the 
toilet. 
999-1009 
If it was a question of eating tablet, or having tablets then I 
probably wouldn’t. [] I’d probably try and avoid doing that if I 
can. 
1117-1120 
But again I’m more than happy to…[] [laughs] make that trade 
off. 
1157-1159 
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If I’d had three or four pints of lager I’d look at my stomach 
and that would be one of the big things. I, as I said, I just drink 
bitter now. But that, that wasn’t anything to do what the 
dietician said. That was just…my gut instinct 
1165-1169 
I feel everyone has problems of some description. It’s just 
weird that one of things that I have to do is wipe my bum. I 
just remember thinking. [] I literally never heard of anyone 
else. That does this. There may be millions of people do it. 
And I’ve got no idea. [] That did felt weird that I was doing it. 
But I don’t really thing like that anymore. [] I just think of it as 
something that I do every so often….. 
1240-1253 
Rob:  
And then it sort of just became part of a normal, normal life. I, 
I never, you know? It never was…I had to live with it from day 
one. 
29-31 
Because I wanted to do something logical. Something I could, 
you know? Plan. Right exclude these foods and see how I 
feel.  
[] Fitted, fitted better for me. Felt like I was doing…being 
active. 
193-198 
When you feel fine. It’s hard. It’s hard for me anyway to 
actively do something about it by cutting out the crap. [] When 
you are feeling good. Because you just want to normal again. 
208-212 
But I’ve told myself that…it’s not a crazy diet. You know? I’m 
going to do it for a period of time. It’s just changing what I do.  
[] It’s more like a lifestyle type thing rather than… 
279-283 
I just sort of feel that…there’s enough to eat without having to 
eat these bits and pieces. 
324-325 
Erm, and he says he eats less bits of…big blobs of cheese 
and stuff like that. [] Erm…and, and I’m….I never really lived 
by that at all….. 
795-799 
It’s just, you just learn…so many different…so many different 
little tips and tricks. 
900-901 
I think that, that’s the worst…..erm…no…. I think I feel in a 
better place now. Thinking back about how bad it was. [] You 
take it for granted. Because it’s more of a day to day getting 
better type thing.  
999-1004 
It had to be…because I’ve lived with it for so long. [] It just felt 
normal.  
1026-1028 
Erm, I think a mixture of things. I think…thinking it was 
normal….in my head.  
1107-1108 
Because I don’t ever feel that I’m gonna get any, get any 
better. I’ll just have to manage [] the symptoms better. 
1268-1271 
It’s, it’s just making these small changes I think. Rather than 
one big change that…[] That you are not going to be able to 
hold.  
1290-1293 
Eddie:  
But every now and again I think…well maybe…you know? I 
should try to eat them because…they must be fine. I, you 
516-525 
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know? Because it’s difficult to hold on to the fact that no you 
can’t. [] So then I’d eat them and….I’d have a massive kind of 
reaction to it. [] And erm…it would be erm…it would 
happen…it would happen quite a lot. 
Finding a way to deal with it. [] That was what my outlook 
was. [] So whatever it is. I’ve got to deal with it. 
673-677 
I was still coming out of it thinking…you know? I’ve gotta try 
and find a way of living like this. 
686-687 
Then I end up being someone who’s got all of these things so 
...you know? I think there are …there’s things that people 
don’t quite understand about it and they kind of put up with it. 
849-852 
So…the only thing that I would say…that I can do. I manage, 
besides management goes if I…if I wanted…you know? 
Occasionally… have something that I know I’m not supposed 
to have. 
937-940 
  
C. Concealment and negotiating disclosure of IBS  
Keith:  
I used to still kind of…euph, euphemisms like feeling unwell. 
Or nausea. [] Or your nausea rather than…saying…I’ve got 
diarrhoea. Because there’s and an element there of, of…. [] 
….like one of [laughing] the more comical kind of afflictions to 
the people that haven’t…kind of suffered with it. So…[] there’s 
an element of embarrassment there and….and kind of you, 
you…you try… to, to kind of make light of it. 
603-616 
Eric:  
I think….more…willing to be quite open about the fact that the 
you know, at times I’m not too well. I’ve got this problem. 
282-284 
Jeff:  
With going out with my friends and that I don’t wanna explain 
to them like why and …why I’ve got to shoot off. 
343-345 
But like…my friends. I don’t want to be tellin’ them all…my 
personal…in depth things like, oh yeah can’t go out for dinner 
with you lot because… [] I might shit myself…frankly [laughs]. 
Sorry, I don’t know how else to say it. [] But yeah…I just, like 
to them I just don’t wanna tell them that.  
394-402 
Yeah, I tell them as least as possible. 430 
My friends say to me, why don’t you wanna do this? And I, I 
tend to make other excuses. 
588-589 
Depends how you explain it. [] Will, will they swerve ya? 
Thinkin’ they, they’re gonna catch something from ya [laughs]. 
You know? All sorts of things will pop through your mind. 
622-626 
But you know, people have reacted different to it. 636 
What people don’t know scares them. 642 
Dave:  
And I am very open with things. [] Other chaps will talk about. 
So it’s not really… I never found it an embarrassing thing to 
talk about. [] I wouldn’t talk about in a room with twenty people 
but when I’m one on one with close mates I’m more than 
287-294 
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happy to talk about it. 
I remember once, actually I can remember talking…Because 
when you talk to people about it, you don’t say, oh I’ve got 
IBS. But you might say, oh, I had really bad bloating 
yesterday. 
568-571 
I don’t I’ve ever said to anyone I’ve got IBS. Because I still 
find it a bit weird to be honest. 
589-591 
Rob:  
You know you can’t rule out a lot of things apart from saying, 
you know? You don’t feel too well. Every now and again. It’s 
hard to like…[] speak to people about it.  
433-437 
I’m very, very, very open with just telling anyone that wants to 
listen. 
453-454 
So I just say normally I’m just excluding certain foods [] rather 
than say I’m doing the fodmap diet. 
477-480 
I mean, you can hear I always bad stomach but I never say, 
never say IBS at all. [] Especially if you’re in a group. [] I think 
it has got some negative connotations in a sort of public 
arena. 
485-490 
I think it’s embarrassing. [] Erm…it’s not really something that 
you really bring up normally. Talking about, you know? How 
many times you go to the toilet. Or, if you’ve got a bad you 
know? [] You don’t bring it up. So…I think probably by 
saying…I just taking it one step back. [] And saying. You 
know…bad stomach or bad guts sort of. You know? 
497-508 
It feel like one of those words that’s quite…erm…You know 
it’s very…it’s quite …erm…sort of vivid. 
519-521 
I would never use IBS or say Irritable Bowel Syndrome. [] I 
just wouldn’t. Just wouldn’t. 
527-530 
And they’ll say it quiet. Do you think you’ve got Irritable Bowel 
Syndrome? Like, and you’ll be like whenever I say I’ve got a 
bad stomach and then I’ll be like, yeah I probably have yeah. 
I’ve got a sensitive…I then I’ll try and, maybe try and deflect. 
538-543 
I wouldn’t hide it. [] If the time was right and they asked me 
about it. I would talk to them about it.  
591-594 
So I’m a lot more comfortable ... [] Maybe bringing things up 
or…mentionin’ anything 
1503-1506 
Eddie:  
And also…people really scoff at it. [] So you don’t get any kind 
of…if you say you’re got it….people are immediately 
suspicious of you. P: So…employers….think you’re… taking 
the mick really. They don’t, they don’t take it seriously at all. I 
mean when I, I was off for four weeks…I got in a lot of trouble 
at work. [] Because they didn’t…they were really suspicious of 
the whole thing 
307-318 
Because they were so sort of scathing…of anything that’s…to 
do with that. 
327-328 
I mean you can’t really behave like that at work…there was a 
couple of people at work knew that it was happening but…like 
402-405 
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could cover it….at work. 
And it’s… [] not the kind of thing that you really go in and say 
oh I’ve got IBS… by the way. [] You know? Is it okay if I’m 
near the loo because I’m going to have to go that often. It’s 
not something… you can really be that…sort of open about… 
and if you do tell them… anything. Which you have to in the 
end. They just look at you like… you know? You’re basically a 
skiver who’s not really got what it takes. [] You know? It’s not, 
it’s not great.  
894-906 
It’s…sort of humiliating really. Really humiliating. 908 
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